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N ANCIENT times the birth of a deformed 
baby was commonly believed to be an omen, 
a supernatural judgment or the work of the devil. 
These attitudes were gradually discarded, and with 
an increased understanding and application of 
mendelian laws, anomalies present at birth were 
commonly interpreted as manifestations of gen- 
etically defective germ plasm. A succession of events 
during the past ten years, initiated by Gregg’s 
observations' in 1941 on the role of rubella as a 
cause of congenital cataract,? has brought appreci- 
ation of the fact that congenital anomalies may be 
acquired as well as inherited. At about the same 
time Levine and his co-workers* clarified the genetic 
and acquired mechanisms of ery throblastosis; shortly 
thereafter, Terry“ pointed out the association of 
a noninherited form of blindness, retrolental fibro- 
plasia, with premature birth. Not only have these 
contributions opened a whole field for investiga- 
tion, but also they offer hope that acquired anoma- 
lies of the embryo, fetus and premature infant may 
be prevented by application of an increased knowl- 
edge of their epidemiology. 


Epipemio.ocic APPROACH TO CONGENITAL 
ANOMALIES 


Disease may be approached in only three ways: 
in the individual by clinical or pathological methods; 
in the laboratory by technical or experimental 
methods; and in the group by epidemiologic and 
statistical methods. The contribution of one of these 
methods is no substitute for contributions by the 
other two. A first-hand knowledge of post-rubella 
anomalies, for example, can be gained only at the 
bedside. A knowledge of risks, on the other hand, 
of what happens to the babies of women who con- 
tract rubella during pregnancy can be gained only 
from such clinical data coupled with epidemio- 
logic observations made in the field. 

The fundamental principle of epidemiology, re- 
cently the subject of detailed exposition by Gordon, 
1 the Department of Epidemiology, Harvard School of Public 
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is the concept of three primary forces — agent, 
host and environment — interacting to produce a 
mechanism within the body of the host that results 
in the manifestations of disease. When this principle 
is applied to intrauterine disease, the host will 
necessarily be the human organism as it exists be- 
tween fertilization of the ovum and birth. It is 
evident that the mother and placenta together 
constitute a protective, buffering environment 
int ween the embryonic host and injurious 
agents of the true external environment. 

The task of epidemiology is to quantitate the 
movement of disease through various populations 
and define specific causative factors as they relate 
to the host and environment quite as thoroughly 
as those which relate to the agent.“ To know only 
that the Spirochacta pallida (Treponema pallidum) 
causes interstitial keratitis or that rubella causes 
congenital cataract is not to know enough to pre- 
vent those conditions. A working knowledge of 
the epidemiology of syphilis and rubella is needed — 
a practical knowledge of human characteristics as 
well as the bacteriologic forces that enter into the 
production of the two ocular defects. 


CoNnGENITAL ANOMALIES 


Frequency 

The relative importance of congenital anomalies 
as a cause of death is shown in Baumgartner’s’ 
analysis of the 1947 infant mortality statistics of 
the United States, for intrauterine disease can be 
partially quantitated in terms of fetal and infant 
wastage: “The five leading causes of infant deaths 
in 1947 and the infant mortality rates for each 
were: premature birth, 11.1; congenital malfor- 
mations, 4.6; pneumonia and influenza, 3.6; injury 
at birth, 3.5; and asphyxia and atelectasis, 1.6. 
These leading causes accounted for 75.5 per cent 
of all the infant deaths of 1947.” 

The problems of premature birth, intrauterine 
asphyxia, stillbirths and congenital malformations 
are parts of a common field of investigation. Mac- 
Gregor® found that some 20 per cent of stillbirths 
and another 10 per cent of neonatal deaths were 
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attributable to gross congenital malformations. 
Mall'se comprehensive researches indicate that the 
great majority of abortuses are malformed and 
that not more than 80 per cent of pregnancies 
terminate in the birth of normal infants; Stockard’® 
concluded that “defects in construction must be 
considered a disease which causes the death of 
about 23 per cent of the human race before or 


Ficure 1. Congenital Anomalies of the 


Eye, Ear and Heart 
in 100 Cases, All Types, Arranged Month 
When Rubella Occurred. 
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shortly after the time of birth.” When, in addition 
to lethal defects, it is considered that a significant 

ion of infants judged to be normal at birth 
are found later in life to suffer from hidden anomalies 
of the skeleton or soft tissues, the size and shape of 
the whole problem of congenital disease begins to 
be apparent. 

The beginning and the end of pregnancy are the 
most critical periods as far as survival of progeny 
is concerned. This is indicated by the distribution 
of 10,000 fetal deaths reported from New York 
City in 1944 into two principal concentrations, one 
in early pregnancy and another toward term.” 
Probably, these are also the two most critical periods 
for the development of acquired defects. Proof 
of the point awaits reporting of maternal disease 
and congenital defects in such a way that the two 
may be effectively correlated from information on 
birth and death certificates and medical records. 
Existing knowledge of genetics’? and embryology” 
is to be taken into account in the evaluation of 
congenital anomalies as manifestations of antenatal 
disease. The present need is for vital statistics that 
will indicate the causes and timing of intrauterine 
deaths and disabilities. An answer to the question 
“When do acquired malformations originate?” is 
assuredly part of the answer to the question “How 
do such conditions originate?” 
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Rote or Fetat Host ix THE PATHOGENESIS OF 
Posr-RunkLLA ANOMALIES 


At no other time of life is the host of more po- 
tential importance in the determination of disease 
than in the prenatal period. Indeed, developmental 
changes follow each other with such rapidity during 
the first two months of prenatal life that a greater 
anatomic and physiologic gulf may exist between 
the organism and its predecessor of a week or two 
than is ordinarily found between species. During 
the first week of conception, for example, neither 
the trachea nor the esophagus has come into being, 
whereas at the fourth week their primordia are 
separated by a mere fraction of a millimeter, and 
much of the pulmonary tract remains undifferen- 
tiated. Conditions are right for a minor focal de- 
fect in the differentiating partition to result in a 
persistent fistulous opening between the trachea 
and esophagus. A few weeks or a few months later, 
when the forms and contours of these organs are 
completely altered, a tracheoesophageal fistula 
could hardly arise as a primary developmental 
defect. Such knowledge of the embryonic host is 
the contribution of embryology. 

Proof that the changing structural and func- 
tional characteristics of the fetus have a measurable 
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influence on the outcome of intrauterine disease 
is given by published data on anomalies following 
rubella in pregnancy (Fig. 1)? ½½ The well known 
relation between first-trimester infection and con- 
genital deformities of the eye, ear and heart is 
shown for 100 babies born subsequent to maternal 
rubella. Separation of the data establishes what 
the skewed distribution of anomalies in early preg- 
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nancy implies: that the phenomenon is a mani- 
festation of a variable susceptibility of the fetus. 
If the stages of pregnancy at which maternal rubella 
was followed by congenital cataract are plotted for 


and Congenital Mal- 


Taare 1. Rubella 2 Pregnancy 
format the Eyes and Ears.* 


Duration or Precnancy WHEN Cases or Cases or 
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*Based on collected case reports, 1943-1947.2. 1% 
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comparison with the stages when it was followed 
by congenital deafness, two different curves (Fig. 2) 
emerge. The mean critical period for cataract is 
at 1.17 months, and for deafness at 2.17 months 
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differentiation of the primary fibers that fill the 
optic lens lies between the fifth and eighth weeks, 
whereas the formative period for the cochlear ap- 
paratus lies between the seventh and tenth weeks. 
Presumably, the actively differentiating cells of 
the eye and internal ear are more vulnerable to 
injury than undifferentiated or fully differentiated 
cells. This inference is compatible with two other 
clinical observations: the infrequent association 
of cataract and deafness in the same person“ 
and the finding that the deafness is by no means 
always total. So-called “islands of hearing” are 
usually observed,“ a fact consistent with knowl- 
edge that development of the cochlear coils is a 
progressive process," with partial destruction as 
much of a possibility to be considered as total 
ablation. 

These observations on rubella demonstrate that 
the basic principles of animal teratology*”’ operate 
in the pathogenesis of acquired human anomalies. 
A single inciting agent may give rise to many dif- 
ferent kinds of malformation, the particular type 
being determined by the stage of embryonic de- 
velopment at which the injurious agent acts. 


Ficunz 3. Congenital Anomalies Experiment 
‘or Five Hours on 1 Eighth Day of Gestation; 


of prenatal life (Table 1). The difference is signifi- 
cant, and the fact can hardly be explained as due 
to any changing virulence of the virus or variation 
in the external environment regularly operating 
at the fifth or ninth week in a series of unrelated 
pregnancies. The determining factor is to be sought 
within the maternal organism or embryonic host 
and the embryologist is able to provide a reasonable 
interpretation of the observed facts. Thus, Ida 
Mann“ has pointed out that the period of active 
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MuttTipLe CausaTION OF CONGENITAL ANOMALIES 
(S1GNIFICANCE or MoncouisM) 


One of the governing principles underlying ac- 
quired defects of lower animals was revealed by 
Stockard's? experimental work on the fish embryo. 
By demonstrating that exposure of the egg at about 

*These are principles of biology, and the science of terat is 
prinipe of 2 by the statement — the 
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the fourteenth hour after fertilization to weak 
solutions of chloroform, ether, alcohol or magnesium 
sulfate generally resulted in cyclopia, he established 
the fact that a stage-specific defect may be induced 
by more than one kind of agent. The validity of 
this principle for human beings is given strong sup- 
port by evidence that mongolism, like cyclopia in 


Ficure 4. Conjoined Twins — 27 the Deformity 


Is Determined Fetal 
produced from of the Pablickers). 


the fish, is a stage-specific deformity due to a diver- 
sity of maternal (environmental) disturbances. 

The inference that mongolism is determined 
between the seventh and ninth weeks!“ has been 
confirmed by Lowe’s*® ophthalmoscopic studies of 
the eyes of 52 mongoloid persons. Arcuate lens 
opacities were among the “earliest consistent ab- 
normalities seen in the eyes.” Because of their 
position within the nuclear portion of the lens, Lowe 
concluded that their genesis lay in relation to an 
abnormal capsulopupillary vessel during early fetal 
life at a stage of development “corresponding to 
a fetal length of 35 mm. or a fetal age of 8.5 weeks.” 

The theory that diverse causative agents are 


involved in the pathogenesis of mongolism®® and 


that fetal anoxia may be an important pathogenic 
mechanism has not yet been proved. Several in- 
vestigators, however, have reported the association 
between mongolism and maternal disease in early 
pregnancy. In the most recent of these studies, 
Cummins, Talley and Platou* observed abnormal- 
ities of the intrauterine environment in the first 
trimester of pregnancy more than twice as frequently 
among the mothers of 126 mongoloid babies as 
among the mothers of 82 doubtful and nonmongo- 
loid control groups. 

The hypothesis that anoxia is an incitant to 
congenital malformations has been tested in the 
laboratory of the Department of Epidemiology, 
Harvard School of Public Health, by submitting 
pregnant mice to rarefied atmospheres at different 
stages of pregnancy.” Results to date indicate 
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that anoxia produces intrauterine death and con- 
genital defect in the mouse, with effects that vary 
with the degree of anoxia and stage of fetal develop- 
ment. Anencephaly, for example, was found to be 
a manifestation of anoxic insult on the eighth day, 
and cleft palate resulted from anoxia on the four- 
teenth day of pregnancy (Fig. 3). Doubtless, other 
agents will cause anencephaly, just as riboflavin 
deficiency produces cleft palate,* when acting at 
the critical stage of gestation. 


GrRaDIENTs OF DerorMiITY AND STAGE SPECIFICITY 
or DEFECTs 


The manifestations of antenatal disease, like 
those of postnatal disease are expectedly variable 
so there is no reason to believe that there are as 
many different diseases as there are anomalies. 
Acquired malformations may be arranged as mem- 
bers of a connected series of stage-specific defects. 
For example, all gradations of twin monstrosities 
of a type (Fig. 4) that must be determined shortly 
after fertilization exist in unbroken sequence from 
incipient to nearly complete duplication, as shown 

in Figure 5.25 Also dating from early pregnancy, 
all gradations of arrested differentiation exist 
between vestigial and cyclopean eye“ and between 


Biologic In- 


Gradient of Arrests between Si 
and Identical Twins. — : Wilder Illus- 
trated after Patten.’ 


the cyclopean eye and the duplicate eye (Fig. 6). 
Probably originating before the seventh week of 
fetal life** is the gradient characteristic of tracheo- 
esophageal fistula (Fig. 7). Shortly thereafter is the 
period critical for mongolism** *° when the middle 
phalanx of the fifth finger, for example, is differen- 
tiating. All degrees of arrested development of 
this structure are observed among mongoloid 
persons according to whether the bone is completely 
missing, merely dwarfed or normal (Fig. 8). No 
two mongoloid persons appear to duplicate precisely 
each other’s vascular, bony and soft-tissue anomalies. 
They naturally have common cranial stigmas, for 
those were the arbitrary criteria for establishing the 
diagnosis. Anatomically, the striking characteristic 
of mongolism is its association with defects originat- 
ing in the eighth week of fetal life. Epidemio- 
logically, the striking characteristic is the associa- 
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tion with manifestations of maternal systemic or 
uterine disease operating at about the same period. 

development progresses the potential mal- 
formations of the embryo, fetus, infant and child 
become less and less dramatic. A short extremity 
resulting from poliomyelitis in childhood seems 
less grotesque than the withered arm that is the 
late manifestation of Erb’s palsy, a traumatic 
birth injury. Erb’s palsy, in turn, is hardly as 
freakish as the vestigial arm or the missing limb. 
Freakishness depends upon rarity and the subjective 


Ficure 6. Biologic — Arrests — 2 Vestigial Eye 
and Cyclopia and Between Cyclopia and Duplicate Eyes. 
(Source: Wilder™ and Illustrated after Patten.**) 


reaction of the beholder. Clinical importance is 
determined by the crippling effect. However, the 
stage of development at which a defect originates 
is of greater epidemiologic moment in the search 
for causation than the degree of deformity. The 
epidemiology of poliomyelitis is not a matter of 
degree of paralysis or whether one leg remains shorter 
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than the other after infection. Concern is with any 
manifestation that serves to determine the presence 
of infection, and it is also necessary to know when 
the disease starts in individuals in order to trace 
its sweep through a population. The principle ap- 
plies equally to agents causing congenital anomalies 
among the embryonic and fetal population. 


RETROLENTAL FIBROPLASIA AS A STAGE-SPECIFIC 
DeEFEcT or THE FETus 


The most striking characteristic of retrolental 
fibroplasia is its restriction in great part to pre- 
maturely born babies whose birth weights correspond 
with that of the fetus during the last trimester of 
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pregnancy.“ o Birth weight is an index of age and 
development that starts at the moment of fertili- 
zation, not at birth, and the markedly premature 
baby is no less a fetus simply because it is no longer 
contained by its mother. The physician caring for 
a premature infant developing retrolental fibro- 
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plasia possesses an opportunity, afforded to no one 
during gestation, of being able to watch an anomaly 
form in a fetus. 

The following clinical and pathological facts have 
been established: the earliest detectable manifes- 
tation in postnatal life is congestion and tortuosity 
of the retinal vessels in the eye, which develops 
usually within a month or two of birth." This is 
followed by progressive degrees of retinal edema, 
detachment and infolding, several months being 
required for migration across the retrolental space 
of fibroblastic elements from detached remnants 
of the retina. Anatomic variants or biologic gra- 
dients of the final ocular defect are known just as 
they are for other gross or localized somatic anoma- 
lies, such as those illustrated in Figures 5 to 8.4. 4 

The following epidemiologic facts have been 
established: the mean developmental age at birth 
is equivalent to that of the 3.3-pound baby.* There 
is a significant association of prematurity with 
retrolental fibroplasia of the eye, hemangiomatous 
lesions of the skin® and with maldevelopments of 
the brain.“ At some hospitals in Boston, Provi- 
dence, Hartford, Denver and Chicago the ocular 
disease has been observed in approximately 20 
per cent of markedly premature babies.“ At other 
hospitals in some of these same cities, as well as 
in New Orleans“ and Birmingham, England,“ 
physicians report much lower prevalences. 

Surely medicine is close to determining the causa- 
tive agent or agents* when the susceptible host is 
restricted to a single age group, and the environ- 
ment is so highly specific that hospitals in different 
cities report contrasting experiences with respect 
to incidence. The human infant does not change 
much from one city to another, but methods of 
handling obstetric disease and of delivering and 
caring for the baby do. 


*There is no reason to believe that retrolental fibroplasia has a single 


causation. 
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Is the most significant causative factor a dietary 
deficiency or toxin as some investigators suggest ?. 47 
The question could be answered within a few months 
with appropriate planning. Hospitals with high 
prevalence of retrolental fibroplasia need only use 
the same formulas as hospitals with low incidences 
to test this hypothesis. Is prenatal, paranatal or 
neonatal anoxia an active agent? The excellent 
statistical study of retrolental fibroplasia by Kinsey 
and Zacharias“ showed that babies in whom ret- 
rolental fibroplasia developed stayed in oxygen for 
an average of twenty-one days, whereas those who 
did not develop the disease were maintained in 
oxygen for an average period of twelve days. If 
anoxia be postulated as a causative agent, compari- 
sons of obstetric sedation and anesthesia as secon- 
dary factors contributing to anoxia are indicated 
both for hospitals experiencing much retrolental 
fibroplasia and for those encountering the disease 
rarely. For example, one of the hospitals reporting 
very low rates of retrolental fibroplasia has as its 

icy for delivering premature babies the avoidance 
of “anaesthetics and such sedatives as morphia, 
scopolamine and barbiturates . . . as they depress 
the already low vitality of the infant’s respiratory 
center and cause asphyxia. T To compare this 
hospital’s morbidity with that of another pursuing 
a more liberal policy regarding obstetric sedation 
and anesthesia is a relatively simple matter. To 
compare morbidity rates for different groups of 
babies within a given hospital is much more difficult. 
An intricate statistical problem involving multiple 
and partial correlations is presented when such 
variables as placental diseases and hemorrhages, 
systemic disorders, anemias and toxemias of preg- 
nancy, multiple births, ante-partum sedation, ob- 
stetric anesthesia, type of presentation of the fetus 
and atelectasis may all be expected to play a part 
in producing anoxia.“ 4 

None of the agents postulated to date as causa- 
tive agents of retrolental fibroplasia affect the eye 
alone, and Krause“ has rightly stressed the necessity 
of studying the disease as a general pathologic proc- 
ess. In the interests of public health, it is even 
more important to clarify the epidemiology of the 
condition. As with German measles, the solution 
of this problem is not in the hands of any single 
ophthalmologist, obstetrician, pediatrician, path- 

ologist, embryologist, statistician or epidemiolo- 
gist. The contributions of all are needed. 


‘Cause AND Prevention or Acquirep ANOMALIES 

As yet there is insufficient information upon which 
to base a broad program for prevention of acquired 
congenital malformations. More must be learned 
of specific agents that cause prematurity, still- 
births, monstrosities and anomalies. There is need 
for integrated research on the factors that determine 
stage-specific disease and for increased knowledge 


July 20, 1950 


of fundamental distinctions between the acquired 
and the genetic defect. 

Three infectious agents have established beyond 
all doubt their power to produce congenital defects: 
rubella, syphilis and toxoplasma. The importance 
of exanthematous, influenzal and other infections 
remains to be demonstrated, and vaccination during 
pregnancy has been shown to carry no appreciable 
risk for the baby. A working hypothesis pro- 
posed by Ingalls and Gordon® is that metabolic 
as well as infectious agents that cause fetal death 
are generally capable of causing congenital anomalies 
when acting in sublethal degree at critical stages 
of development. This hypothesis is supported by 
data indicating that anesthetics, s dietary de- 
ficiencies,* intravenously administered colloidal 
dyes™ and anoxia produce recognizable deformities 
of the embryo and fetus in animal experiments. 

Further studies are necessary to determine how 
acquired anomalies may be differentiated on clinical 
grounds from inherited malformations.** To clarify 
this important point, the error of assuming that 
an anomaly is inherited simply because it is present 
at birth should no longer be perpetuated. Since 
the inherited anomaly is related to chromosomal 
structure and the acquired anomaly is more closely 
dependent upon the pattern of organic develop- 
ment when it originated, the two types of disease 
are expectedly distinguishable in most cases. An 
overlapping of the two mechanisms is indicated by 
erythroblastosis, in which the genetic suscepti- 
bility is inherent in the fertilized embryo, whereas 
isoimmunization, hemolysis and erythropoiesis are 
acquired components of the total process. 

Before 1940 the investigation of congenital mal- 
formations was done almost exclusively by labora- 
tory and individual case study. The discovery 
that rubella is a teratogenic agent resulted in the 
application of the epidemiologic method to a specific 
phase of the over-all problem for the first time. This 
procedure of examining a selected population for 
its collective characteristics is as systematic as 
screening by physical examination for structural 
and functional defects. It does not supplant but 
supplements the other two methods of approach, 
Long neglected in the study of noncommunicable 
disease, epidemiologic research has demonstrated 
its value in such diverse fields as cancer, accidents 
and nutrition. Today, it is indispensable to 
an accelerated understanding of the problem of 
congenital malformations or other noncommuni- 
cable disease. The particular challenge to epidemi- 
ology is not the attempted cure of acquired deform- 
ities by the skills of various specialists, but the 
determination of causative factors related to agent, 
host and environment that lead to their production 
and the development of a public-health program 
directed toward their curtailment and eradication. 
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SumMMARY AND ConcLUSIONS 


Congenital malformations are second among the 
leading causes of death in infants under one year 
of age, being surpassed only by prematurity. The 
problems of premature birth, intrauterine asphyxia, 
stillbirths and congenital malformations are part 
of a common field of investigation. 

Congenital malformations are now known to be 
either inherited or acquired during pregnancy as the 
result of maternal disease. Like other diseases, 
prenatal conditions may be explored through case 
study, group study (epidemiology) and experimen- 


tation. The particular role of the epidemiologic- 


method is discussed. 

Data indicating that post-rubella defects are 
stage-specific, determined not only by the virus but 
also by the stage of embryonic development at 
which maternal infection occurs, are presented. 

Double, cyclopean and anencephalic monsters, 
as well as mongolism and tracheoesophageal fistula, 
are interpreted as members of a phylogenetic series 
of stage-specific defects, manifestations of disease 
acquired in utero at critical phases of development. 
Anoxia is postulated as an important cause of such 
maldevelopments. 

Retrolental fibroplasia is interpreted as a stage- 
specific ocular defect of the prematurely born fetus. 
The problem, which is of epidemiologic as well as 
ophthalmologic, pediatric and obstetric concern, 
should be attacked simultaneously by co-operating 
groups of workers. It is as ripe for solution as 
congenital cataract was in 1940. 

The facts indicate that acquired malformations 
are for the most part preventable. As yet, however, 
there is insufficient information upon which to base 
a program for the control of congenital anomalies. 
Further energetic exploration of the causes of pre- 
maturity, stillbirths, monstrosities and congenital 
anomalies is needed, with epidemiologic study 
especially warranted as a prerequisite to a program 
for prevention. 
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THE TREATMENT OF SCABIES IN AN INSTITUTION: COMPARATIVE STUDY 
Bernarp Arr EL, M. D.“ 


N 1924, when the late Dr. Arthur M. Green- 
wood! called attention to the Danish polysulfide 
antiscabietic ointment, he introduced and popu- 
larized in this country the twenty- four-hour treat- 
ment for scabies. This was an advance over the 
previous three-day treatment with the customary 
sulfur preparations. The next advance in treatment 
came with the introduction of benzyl benzoate, 
and this achieved such extensive use that it became 
official in the United States Pharmacopoeia (thir- 
teenth revision, April 1, 1947). With the reintro- 
duction of DDT during World War II, another 
phase of insecticide study was initiated — namely, 
the co-ordination between insect toxicants in general 
use and their application to medical therapeutics. 
Goldman? has called attention to the therapeutic 
implications in the new chemicals devised for insect 
control. Among these so-called newer compounds 
are two that have already established themselves 
as s effective antiscabietics: the gamma isomer of 
hexac h e, available as a proprietary 
cream under the name Kwell, and N-ethyl-o-cro- 
tonotoluide, available as a proprietary cream under 
the name Eurax. Both preparations have already 
been quite extensively tested clinically, among 
others by Cannon and McRae,’ Couperus“ and 
Tronstein.® 
A most unusual opportunity presented itself for 
a collated clinical study of these preparations. It 
is well known to medical personnel associated with 
public mental institutions that scabies is endemic 
there in varying degrees, obviously because of the 
extensive direct contact between the patients, 
especially in large, crowded wards, and the diffi- 
culties inherent in maintaining adequate and fre- 
quent body and clothing hygiene. The picture is 
further complicated in institutions where patients 
are permitted to make visits to their homes. A 
very few patients returning with scabietic infes- 
tations from home visits can become an adequate 
source of an appreciable endemic. 


derma Tufts 
Clinical professor of tology and syphilology, College 


In one of the large state mental institutions, 
there is a small colony, separated from the main 
buildings by a considerable distance and housing 
a fairly uniform population. These patients are 
almost all elderly white women who are nonviolent. 
The colony is divided into three large wards with 
subdivisions, which I shall designate as wards 
Al, A2, Bi, B2, Cl, C2 and C3. The numbers of 
patients are, respectively, 50, 49, 45, 42, 40, 45 and 
57. Ward A has 99, Ward B 87 and Ward C 142 
patients each; the total number is 328. Although 
there is a free movement among the patients within 
the subdivisions, and somewhat less free traffic 
between the subdivisions of each large ward, there 
is none between the large wards themselves except 
during mealtimes, in the large dining room used in 
common by all the patients. Even here, their con- 
tacts are so brief as to be practically disregarded 
for the evaluation of this study, because the pa- 
tients in the wards take their meals in succession 
and not all together. 

For a long time sporadic cases of scabies, scattered 
throughout the entire colony, appeared. During 
the past year, the incidence became slowly higher, 
and in November, 1949, a survey showed such a 
high percentage of patients affected that it was 
decided to treat the colony en masse. Because of 
an appreciable incidence of post-therapeutic der- 
matitis ordinarily expected to follow the use of 
Danish ointment, this method was rejected. The 
obvious opportunity of employing more than one 
remedy as a comparison study was embraced, and 
it was decided to use benzyl benzoate emulsion for 
Ward A, Eurax for Ward B and Kwell for Ward C. 

All the patients were thoroughly examined for 
evidence of scabies. Some patients, although they 
showed generalized, excoriated eruptions, could 
not unequivocally be diagnosed because of a long- 
standing condition of dermatitis factitia, the lesions 
being almost entirely self-inflicted as a result of 
their psychosis. In the patients with a clear-cut 
scabietic infection, the eruption was classic both 
in morphology of lesions and in sites of distribu- 
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tion. The incidence of infection with scabies by 
wards is given in Table l. 


TREATMENT SysTEM 


All patients were treated exactly alike; every 
patient in the colony was treated, whether or not 
affected. Each ward was treated completely as 
a unit. After therapy had been completed in one 
ward, the next one was treated in the following 
week, and the next one a week later. The same 
team of nurses and attendants gave all the treat- 
ments under the same supervision. Each person 
on the treatment team was assigned to only one 
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again applied liberally by vigorous manual ap- 
plication to the entire surface area below the neck, 
and then the patient was dressed in the same cloth- 
ing and sent back to the ward. 
Third Day 

Bath. In the morning, right after breakfast, the 
organized shower was repeated. The patient was 
alphabetically checked in, soaped, showered and 
dried exactly as on the first day. 

Clothing. The patient was dressed in a completely 
different outfit of clothing previously sterilized by 
autoclaving or disinfection or special sterilizing 


Taare 1. Summary of Antiscabietic Treatment of 328 Patients. 


Warp Treatment Torat No. or 
Patients 
Benzyl benzoate 0 
Benzyl benzoate 49 
Furax 45 
87 
Kell 40 
8 Kwell $ 
— Kwell 7 
cc bade 142 


No. wits 


Patients wite Patients wite Patients 


Lesions Lesions ESIONS Reraraten 
Sri Present 
Artes 7 Davs Arter 4 We. 
22 13 2 1 (twiee) 
22 16 5 3 
4a 29 7 4 
23 146 9 5 (1 twice) 
101 5 4 2 (1 thrice) 
33 21 13 7 
17 3 
10 0 
0 0 0 0 
27 4 1 0 


*The lesions present in 4 of these patients after first treatment were from psychotic self-infliction and were not scabietic. 
tOne patient whose skin was clear at onset of study, developed scabies after a home visit and required 3 retreatments. 
tThis patient was clear of scabietic lesions at end of 6 weeks without retreatment. 


procedure, which was carried out as a production- 
line operation, throughout the entire three-week 


project. 
First Day 


Bath. In the morning, right after breakfast, a 
specially organized shower was given. Each pa- 
tient was checked in alphabetically, undressed, 
soaped, showered and dried (by attendants and 
nurses in bathing suits actually in the shower room 
with the patients). 

Medication. The patient stood on a sheet on the 
floor, two nurses applying the medication, liberally, 
by vigorous manual application to the entire body 
surface from the neck down, including the wrists 
and hands, genitals, perineum, ankles, feet and 
soles. The name was called off and checked after 
the application had been completed. 

Clothing. The patient was dressed in the usual 
clothing, her name was checked out alphabetically, 
and she was sent back to the ward through a one- 
way traffic system to prevent evasion of treatment. 


Second Day 


Medication. In the morning, right after break- 
fast, using the alphabetical check-in and check-out 
system, each patient undressed; medication was 


laundering, depending on the article of clothing. 
The clothing worn by the patient on the way in 
was red-tagged for processing before reissue for 
wearing again. 

Ward procedure. Patients were alphabetically 
checked out into the recreation lounge and not 
permitted back into the ward. In the morning, 
while they were at breakfast, every bed was stripped 
of all linen, which was red-tagged and sent to the 
laundry. Then all the mattresses and pillows were 
sprayed with a fine mist from a pressure-pump 
spray with 2 per cent benzyl benzoate soapy emul- 
sion, on Ward A and Ward B; Ward C was sprayed 
with an emulsion of gamma _ hexachlorohexane. 
A general, rapid housekeeping cleaning of the en- 
tire ward, including a wash of the chairs with 3 
per cent benzyl benzoate soapy emulsion, was then 
given. In the afternoon, the beds were made up 
with fresh linen. In the evening, the patients re- 
turned to the clean ward. 


Discussion 


The procedure described above was devised to 
fit the situation present at this particular institu- 
tion or similar institutions. Certain aspects of this 
routine would not be applicable to the treatment 
of scabies in the usual course of general practice. 


— — —ũ—— — — —4SI—-ũ— —i.!k.;ĩͥĩ — r r ð ů — 
ͤZà—a— ͥ — — — —t — — — 
ũ—MU— ꝗ— —n— — :0¼k6˙b“zũ¹iPdçäi. .— — ĩ —tJ2:.: . ⸗æ ð kL“ͥL—’⸗ᷓm'dſk ́ — 


76 THE NEW ENGLAND JOURNAL OF MEDICINE 


For example, it is ordinarily not necessary to give 
the mattresses special treatment because the bed 
linen is interposed between the patient and the 
mattress and sterilization of the linen is usually 
adequate. In this specific situation, however, par- 
ticularly because of the tendency of these patients 
to disarray their beds, it was considered advisable 
to treat the mattresses as indicated. Another pro- 
cedure instituted in this particular instance, which 
ordinarily is unnecessary, is the pretreatment bath. 
In the usual routine use of any of these three medi- 
cations, the pretreatment bath is not necessary. 

The largest ward subdivision, C3, had no pa- 
tients with objective signs of scabies. Although to 
treat 57 patients with a procedure, that, apparently 
unnecessarily, takes so much time and energy 
might seem questionable, it was nevertheless de- 
cided to do so because the other two ward sub- 
divisions had a high incidence of infection. There 
was also the possibility that some of these patients, 
although without discernible lesions, had been 
infected; their symptomatic, subjective history 
could not be relied on. This condition must be 
considered applicable to the entire situation and 
thus imposes an unmeasurable quantity on the final 
evaluation. All decisions and opinions were thus 
necessarily based solely on objective findings. 

A noteworthy observation was the complete 
absence of post-therapeutic dermatitis, at least 
to any appreciable degree. This is unequivocally 
so with both Eurax and Kwell. Several transient 
mild irritations followed the benzyl benzoate, also 
being experienced to a moderate degree with this 
remedy over the past two or three years in its oc- 
casional and discontinuous use throughout this hos- 
pital generally. 

No patients who were clear of suspicious lesions 
gave evidence of infection after the treatment. The 
exception was a patient on Ward B2 who was clear 
at the beginning of the study, went home on a visit, 
and then manifested a most resistant, profuse, typical 
infection, which required a first treatment with 
Eurax and three retreatments with Kwell. No 
patients first treated with Kwell needed retreat- 
ments. Of the patients first treated with benzyl 
benzoate, 3 needed one retreatment, and I needed 
two retreatments. Of the patients first treated with 
Eurax, 5 needed one retreatment, 1 needed two 
retreatments, and 1 (described above) needed three 
retreatments. 
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Retreatments were to have been done with the 
same medication as the first treatment. Because 
of a misunderstanding, however, all retreatments 
were done with Kwell. It was necessary to use 
Kwell twice after Benzyl Benzoate in 1 case, twice 
after Eurax in 1 case and three times after Eurax 
in another case to achieve clinical cure. Apparently, 
the cases resistant to one remedy are also resistant 
to another. 

Since this paper was submitted, another favorable 
report on the treatment of scabies with Kwell oint- 
ment has appeared.“ 


SuuuARV 


Scabies, endemic in a colony of three separate 
wards of a state mental institution, was treated with 
benzyl benzoate, gamma isomer of hexachloro- 
cyclohexane (Kwell) and N-ethyl-o-crotonotoluide 
(Eurax). A total of 328 patients were treated; not 
all had signs of scabies, but all were treated and 
all were clinically free of signs at the end of the study. 

Ninety-nine patients were treated with benzyl 
benzoate; 44 of these had lesions, and 4 required 
retreatment. Eighty-seven patients were treated 
with Eurax; 33 of these had lesions, and 7 required 
retreatment. One hundred and forty-two patients 
were treated with Kwell; 27 of these had lesions and 
none required retreatment. It is not practicable 
to express these results in terms of percentages 
because of the peculiar conditions resulting from 
the psychiatric status of the patients. No untoward 
results from the treatments were observed. The 
newer antiscabietics are superior to the old sulfur 
preparations. 

I am indebted to Mr. P. B. Marsden, manager of Com- 
mercial Solvents Corporation Pharmaceuticals, for the supply 


of Kwell and to Albert Hemming, M.D., of Geigy Company, 
Incorporated, for the supply of Eurax. 
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AUREOMYCIN* 
In Vivo and in Vitro Observations in a Clinical Laboratory 
Georce E. For Ev, Harry Suwacuman, M. D., H. B. Matruews§$ 


BOSTON 


HE development of bacterial resistance to 
aureomycin appears to be less common than 
that to penicillin and streptomycin. The literature 
on aureomycin, now well over 500 articles, contains 
few reports of the development of resistance. In 
vitro increases in resistance have been reported with 
Aerobacter aerogenes and Klebsiella pneumoniae,' 
Group A and Group C streptococci,? alpha-hemo- 
lytic streptococci*? and Staphylococcus aureus.‘ 
Reports of in vivo increases in resistance are even 
fewer, having been reported with Streptococcus 
faecalis, Escherichia coli* and Staph. aureus.“ 
The purpose of this report is to record the recovery 
of strains of Staph. aureus that exhibited increasing 
aureomycin resistance during therapy. The rela- 
tively uniform in vitro sensitivity of Staph. aureus 
to small doses of aureomycin has been mentioned 
in previous reports from this laboratory® and 
elsewhere. 

In vitro sensitivity to aureomycin was determined 
by a tube-titration method similar to that used for 
penicillin. “ 16 The method, composition of the 
medium (tryptic digest broth) and incubation period 
(sixteen hours) were constant throughout the study. 
The first tube showing complete inhibition of growth 
was taken as the minimal inhibiting dose. Duplicate 
titrations invariably checked within one tube. 

Sensitivity determinations made in this manner 
were obtained on the successive strains of Staph. 
aureus isolated from the nasopharynx of 21 patients 
with mucoviscidosis (pancreatic fibrosis)|| at various 
intervals during aureomycin therapy.“ The strains 
from 21 such patients were studied, and in 8 cases 
strains of increasing resistance were isolated. The 
schedule of aureomycin therapy was the same in 
the entire group. It is interesting that Staph. aureus 
frequently persisted in the nasopharynx during 
therapy although the patients continued to improve 
clinically. In addition, the successive strains isolated 
from the sinus tract of a patient with chronic os- 
teomyelitis and those isolated from the skin lesions 

*From the Division of Laboratories and Research, The Children’s 
— — Senter and the Departments of Pediatrics and Pathology, Harvard 
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of an infant with infected eczema showed a similar 
increase in resistance. Preliminary data on 9 of 
these strains are summarized in Figure 1, in which 
eightfold to thirty-two-fold increases in resistance 
are recorded after eleven to sixty-one days of 
therapy. 

Since most of the data presented in Figure 1 had 
been obtained on single-colony fishings, the study 
was continued on 7 patients (Table 1) from whose 
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Ficure I. Increased Resistance to Aureomycin. 


cultures 10 single-colony fishings of Staph. aureus 
were examined for aureomycin sensitivity at various 
intervals during therapy. The sensitivity deter- 
minations on the multiple fishings from a given 
culture were done on the same day. 

As may be seen in Table 1, all the colonies studied 
from 3 (Cases 1, 2 and 6) and the majority of those 
from the fourth patient (Case 8) exhibited increased 
resistance as compared with that of the original 
isolate. Assuming that a difference of one tube in 
the end point of a titration is of no significance, 
these strains exhibited an eightfold to sixty-four- 
fold increase in resistance to aureomycin in vivo. 
The strain isolated from Case W on the sixth day 
of therapy showed the most striking increase in 
resistance. It is of interest that two single-colony 
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fishings from Strain 8 (Table 1) seemingly reverted 
to greater sensitivity although the remaining iso- 
lates from this strain increased in aureomycin 
resistance. In other patients (Case 5 and 7, Table 1) 
an apparent increase in resistance early in therapy 
later disappeared. 
Exposure to aureomycin on a cup plate induces 
pleomorphic changes in some strains of Staph. 


T. 1. In Vivo Aureomycin Resistance of Successive Strains 
of Staph. aureus Isolated during Therapy. 


SITIVITY Days or Sensitivity Increase in 
2 Tuerary* or Later ResisTANcEe 
Strain ‘oLontest 
microgm. ſet microgm. ſcc. 
0.125 11 2.0 64 fold 
; 27 0.5 
49 4.0+ 
71 4.0+ 
102 4.0+ 
131 12 
158 . ) 
8.045) 
197 2.001) 
4.0(6) 
8.0(2) 
16.001) 
0.5 4 0.5 32 fold 
11 0.25 
20 8. 
26 8.002) 
40 1) 
14.805 
6 0.125 38 1.0 32 fold 
2.0 
2.001 
4. 
8.001 
~ 0.5 12 4.0+ 8 fold 
45 4.0+ 
54 19 
87 190 
8. 
Ww ? 2 0.5 64 fold 
6 62.009) 
5 0.5 34 4.0+ — 
65 4.0+ 
83 2.06) 
14.043) 
8.001 
121 0.125(1) 
0. 25(6) 
0.5(3) 
7 0.25 2 4.0+ — 
101 2915 
1002 
2.0(2) 
283 
8.002 
32.001) 
155 0. 25(6) 
0.5(2) 
1.001) 


*Average dose, 20-30 mg. per kilogram of body weight. 
tFigures in parentheses represent the number of single-colony fishings 
udied. 


tOnly 2 colonies on original blood-agar plates. 


aureus similar to those following exposure to small 
doses of penicillin." When the zone of inhibition 
surrounding a cup is examined by colony-staining 
technics in situ’? large, swollen cocci about the 
size of yeast cells are seen lying against a back- 
ground of partially lysed cells. Dense, “heaped-up,” 
intensely staining microscopic colonies of minute 
cells are scattered throughout the zone of inhibi- 
tion. The edges of such colonies are ragged, with 
groups of protruding cocci, some of which appear 


July 20, 1950 


to be growing beneath the surface of the agar. The 
over-all morphology of these colonies is suggestive 
of the “L” form, which has been described as oc- 
curring in cultures of bacillary cells.“ Further 
observations on these morphologic changes are 
now in progress. 


Discussion 


Antibiotic resistance may be developed in a 
bacterial culture by either (or both) of two mecha- 
nisms: survival and proliferation (selection) of the 
few relatively resistant cells present in any bac- 
terial population after exposure to antibiotic, and 
genetic mutation. Studies reported by Demerec"* 
indicated that penicillin resistance increases step- 
wise and is partially dependent on selection, whereas 
streptomycin resistance results from several simul- 
taneous mutations of equal potency, resistance 
appearing as a random distribution. Preliminary 
experiments with aureomycin also reported by 
Demerec!® suggest that the pattern of the develop- 
ment of resistance to aureomycin differs from that 
of streptomycin in that highly resistant mutants 
do not appear at random. The data are as yet in- 
complete but the pattern of development of aureo- 
mycin resistance may resemble that of penicillin. 

Although such a development is probable, it 
cannot be concluded with certainty that the suc- 
cessive strains of Staph. aureus isolated from the 
nasopharynx during aureomycin therapy actually 
were derived from the same parent strain. It is 
even more probable that the strains isolated from 
Case 2 (chronic osteomyelitis) and Case W (in- 
fected eczema) were derived from the same parent 
strain. 

The data presented on 4 cases (Cases 1, 2, 6 and 
8) in the present study in general suggest an orderly 
appearance of increasing resistance with prolonged 
in Vivo exposure to aureomycin. The rapid increase 
in resistance observed in Case W may have been 
the result of selection rather than mutation. It is 
interesting that concurrently this strain showed a 
sixteen-thousand-five-hundred-fold increase in re- 
sistance to penicillin (probably by selection), from 
0.03 to 500 Oxford units per cubic centimeter dur- 
ing two and a half days of penicillin therapy. 

Although the successive strains isolated from 
these patients show a greater increase in aureo- 
mycin resistance than has been observed with 
Staph. aureus in vitro, the magnitude of increase 
is much less than that of the increases observed 
with penicillin or streptomycin. The appearance 
in vivo of increased tolerance in these strains did 
not alter the clinical effectiveness of aureomycin 
in these patients, with one possible exception (Case 
W), which terminated fatally. 


SUMMARY 


The successive strains of Staphylococcus aureus 
isolated from the nasopharyngeal cultures of 8 
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patients with mucoviscidosis (pancreatic fibrosis), 
1 case of chronic osteomyelitis and 1 case of infected 
eczema exhibited eightfold to sixty-four-fold in- 
creases in resistance during aureomycin therapy. 

The strains from 7 cases were studied in more 
detail by means of successive multiple single-colony 
fishings. The data derived from 4 of these cases 
suggest a gradual, orderly appearance of increasing 
resistance with prolonged in vivo exposure to aureo- 
mycin. The strains isolated from the lesioas of a 
patient with infected eczema, on the other hand, 
showed a rapid increase in aureomycin resistance. 
The same strain exhibited a concurrent increase in 
penicillin resistance. 

The increased resistance observed in successive 
cultures was of relatively low order and with one 
possible exception did not alter the clinical effec- 
tiveness of aureomycin therapy. 
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ECTOPIC PREGNANCY IN A PATIENT WITH THREE FALLOPIAN TUBES* 
W. Stewart Wuittemore, M. D. 


CAMBRIDGE, MASSACHUSETTS 


HE presence of ectopic pregnancy in a super- 

numerary fallopian tube is sufficiently un- 
usual to warrant the report of a case. Novak! states 
that “duplication in the form of a third tube is very 
rare.” The more common anomalies of the tubes 
consist of double fimbriated extremities or diver- 
ticula occurring in the course of an otherwise nor- 
mal tube.? Ectopic pregnancies have been reported 
in such outpocketings and in the extra fimbriated 
end of the tube. Nuñezꝰ described a twenty-three- 
year-old woman with rupture during ectopic preg- 
nancy occurring in the right fallopian tube, which, 
on microscopical examination, was divided through- 
out its length by a membrane that made it double. 
Steckbauer‘ reported a similar case occurring in 
an anomalous left fallopian tube arising from the 
left side of the pelvis. The uterus and right adnexa 
were normal. There were no left adnexa connected 
with the uterus and no left round ligament. A nor- 
mal left ovary was found attached to the pelvic 
wall. No connection was found between the an- 
omalous left tube and the vagina. Kearns® presented 
a case of fatal rupture of the uterus in a thirty- 
eight-year-old woman in the seventh month of 
pregnancy. At autopsy, two rudimentary tubes 
were found, presenting nonpatent fimbriated ends, 
and the isthmic portion of each tube ended in a 
solid, cord-like tissue. An accessory tube arose 
from the fundus and admitted a probe into the 
uterine cavity. Three previous full-term preg- 


*From the Surgical Department, Mount Auburn Hospital. 
Consulting surgeon, Mount Auburn Hospital. 


nancies had evidently been due to the fact that the 
impregnated ovum had entered the uterus via this 
tube. 

A careful search of the literature has failed to 
show a case of ectopic pregnancy in a third tube 
arising from the uterine cornu and extending in- 
dependently of the other adnexa for a normal dis- 
tance to terminate in a fimbriated end, in a patient 
with two normal Fallopian tubes and ovaries. 


Cask Report 
wa, M. A. M. (M. A. H. 70608), a 27-year-old house- 
e, entered the hospital early in the morning of February 
11. 11. 1848. complaining apa on this morning, when she started 
to get up out of bed, she had been seized with a sharp pain 
across the lower abdomen so that she could not straighten 
up. She had to return to bed at once. The pain persisted, 
and she found it painful to turn in bed. About 2 weeks 
reviously she had had a similar attack, lasting 6 hours. 
This then left and she had had no recurrence until the 
present epi ere had been no nausea or vomiti 
with either — The last regular menstrual period h 
begun on January 15 and had been entirely normal, and 
there had n no leukorrhea. The menses had begun at 
12 years of a and periods had subsequently occurred 
every 30 days, me for 5 days and causing no pain. 
bowels were regular. There were no urinary symptoms. 
Tonsillectomy and adenoidectomy had been performed 
in childhood. From the time of the menarche, the patient 
had suffered from dysmenorrhea, which resisted medical 
treatment. In December, 1940, pelvic examination under 
general anesthesia showed the cervix to be normal; the 
uterus was slightly anteflexed, normal in size and f 
movable. No —— masses were palpable. A slow, — 
dilatation of the cervical canal was done, followed b — curet- 
. Microscopical study of the curettingst showed poly- 
poid endometrium in late premenstrual or early menstrual 


tPerformed by Dr. Harold Wood. 


phase, with no evidence of malignant degeneration.” The 
dysmenorrhea was entirely relieved by the operation. The 
patient had had two normal pregnancies with living, full- 
term babies, one in December, 1946, and one * 1948. 

The patient's father and mother were living a weil. She 
had no siblings. The family history was negative for tuber- 
culosis and cancer. 

Physical examination was negative except that the ab- 

men revealed very marked tenderness in the mid-line 
below the umbilicus. Vaginal examination disclosed no 
flowing. The cervix was slightly softened. Upward pres- 
sure on the cervix caused acute pain in the lower abdomen. 
No mass was palpable. Rectal examination demonstrated 
no polyp or carcinoma. 

e temperature was 97°F., the 75 80, and the respira- 

tions 20. e blood pressure was 105/70. 

Examination of blood showed a red-cell count of 
4,490,000, with a hemoglobin of 15.4 gm. (91 per cent), and 
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Ficure Il. Appearance of Su umerary Tube, with Embryo 
Attached 2 the Fimbriated End. 


a white-cell count of 11,200, with 79 per cent neutrophils, 18 

cent 2 2 per cent monocytes and 1 pe cent 
Fasophile e urine had a specific gravity of 1.032 and 
gave an acid reaction with negative tests for albumin and 
sugar. e sediment contained amorphous urates. 
blood Hinton test was negative. The prothrombin time was 
ith bleedi 

e diagnosis of ectopic pregnancy with some i 
into the — cavity was made, and the patient on 
hospitalized and prepared for immediate operation. 

n February 11, under spinal anesthesia with the patient 
in the Trendelenburg position, a low median incision was 

med. The peritoneum was opened without incident. 

true pelvis was filled with fresh e uterus and 
the right and left tubes and ovaries were normal, but aris- 
ing from the left cornu of the uterus, just inferior to the 
normal left tube, was a separate, third fallopian tube with a 
cord-like stricture but a normal fimbriated extremity. It 
had its own blood supply and was separated from the 3 
ligament by a short 2 ligament arising from the 
broad ligament in such a manner that this third tube ran 
— to the left tube but was at no point connected with 
t. Attached to the fimbriated end of the supernumerary 
tube was a small embryo, which had started to erode the 
left ovary and from which the hemorrhage had occurred 


(Fig. 1). 

The supernumerary left tube was excised together with 
the attac embryo, but this in no way endangered the 
circulation of the normal left tube, which maintained a 
normal color throughout the operation. The bleeding, 
eroded area of the ovary was closed with No. 00 chromic- 
catgut sutures. The blood clots were removed from tlie 
pelvis. The abdominal wall was closed in layers. 

The patient was retur to bed in good condition and 
given a transfusion of 500 cc. of compatible blood. 
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Pathological examination* was reported as follows: 


The specimen comprises two small pieces of tissue. The 
first is elongated and somewhat tubular, with a funnel- 
shaped opening toward one end. This specimen measures 
4.5 cm. in length, and varies from 1.0 to 2.2 em. in diameter. 

funnel-shaped end becomes continuous with a small, 
oval, cyst-like mass, 1.5 cm. in diameter. Section across 
the cyst reveals an accumulation of blood clot, bordered 

a thin, friable, gray, membranous wall. Multiple 
sections across the narrow, tubular portion of the speci- 
men disclose a number of blood vessels, but there is no 
demonstrable lumen. The second specimen is somewhat 
irregular and measures 1 by 0.7 by 0.4 cm. This is soft, 
gray and, on section, finely cystic. 

Microscopical examination shows an early ectopic preg- 
nancy, com viable, primitive and somewhat 
edematous chorionic villi, embedded in blood clot. This 
makes up the hemorrhagic sac described above. Sec- 
tions through the outer end of the tubular specimen re- 
veal the fimbriated end of a tube with diverticula within 
the walls. This fimbriated end shows a moderate de- 
cidual reaction with implantation of villi into the wall, 
and digestion and rupture of the wall, with hemorrh 
The hist of this area shows the usual epithelial lin- 
ing of a tube, the typical villiform pattern of the endo- 
salpinx and the bordering smooth muscle and serosa. 

is a mild, organizing, inflammatory reaction over 

the serosa. Sections taken through the proximal half of 
this specimen reveal an imperforate tubular mass, com- 
posed of tortuous blood vessels embedded in myxomatous 
connective tissue and bundles of smooth-muscle fibers. 
second specimen is made up of a little paraovarian 
tissue including several minute paraovarian tubules. 

The over-all picture is one of an early ic tubal 
pregnancy, with implantation within the wall in the region 
of the fimbria of the tube, lysis of the wall, with rupture 
and hemorrhage. This ectopic pregnancy appears to have 

me implanted in the fimbriated end of an anomalous 
and imperforate accessory salpinx. The fimbriated end 
of this anomalous tube presents all the characteristics 

of a normal salpinx. The proximal two thirds is m 

up of blood vessels, myxomatous connective tissue and 

smooth muscle, with no sign of an endosalpingeal lumen 
and with no evidence of pre-existing inflammatory re- 
action. 

The patient made an uneventful recovery. She was out 
of bed on the 3rd postoperative day and was discharged 
from the hospital at the end of 9 days. Catamenia returned 
in March about I week late. 


SUMMARY 


A case of ectopic pregnancy in a patient with 
three fallopian tubes is reported. A careful search 
of the literature fails to disclose a similar case. 

The remarkable feature in this case is that the 
patient was left with two normal tubes and ovaries 
after excision of an independent, anomalous third 
fallopian tube upon the fimbriated extremity of 
which the impregnated ovum attached itself. That 
the ovum became fertilized while free in the ab- 
dominal cavity is the only possible explanation of 
this unusual case. 


3 Concord Avenue 


*Performed by Dr. H. Edward MacMahon, professor of pathology, 
Tufts College Medical School. " 
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MEDICAL PROGRESS 


DIABETES MELLITUS 


Samuet B. Beaser, M.D.* 


BOSTON 


N THIS progress report on diabetes mellitus, 

covering the years 1948 and 1949, the following 
subjects are considered: insulin chemistry; bio- 
chemistry and physiology; hyperglycemic factor; 
experimental diabetes and endocrine interrelations; 
diagnosis; psychiatric aspects of therapy; insulin 
therapy; insulin allergy; miscellaneous complica- 
tions; intercapillary glomerulosclerosis; retinitis; 
surgery; pregnancy; and diabetic acidosis. 


INsULIN CHEMISTRY 


The chemical nature of insulin has been analyzed 
by various technics. It appears to be a protein 
of a molecular weight (m.w.) of 48,000 at pH 7.0 
and dissociates into four equal portions in acid solu- 
tion. The latter can be further split by the enzy- 
matic action of chymotrypsin into ten peptides of 
800 m. w. each and a large protein core“ of 4000 
m.w., with complete loss of activity at this stage. 
Further enzyme action splits t components 
completely into various amino acids, the core fur- 
nishing 80 per cent of the cystine. Chemists are 
still a long way from the isolation of a simple yet 
active component of the insulin molecule. 


BiocHEMISTRY AND PHYSIOLOGY 


The biochemistry of carbohydrate metabolism 
has been concisely summarized by Stetten.“ He 
emphasized the fact that the metabolic pathways 
of carbohydrate, protein and fat cross one another 
at many points, forming a huge metabolic pool of 
chemical equilibriums. Of great interest was the 
outline of the fate of 30 gm. of glucose administered 
to the normal rat: only 1 gm. is stored as glycogen, 
10 as fat and 19 degraded into the metabolic pool 
for energy and conversion to protein, fat or other 
purposes. Other studies with radioactive carbon 
have demonstrated that the liver is the site of the 
conversion of glucose to long-chain fatty acids‘ 
and that in diabetic rats the same fatty acids are 
readily converted back to glucose.’ Previously, 
only the short-chain fatty acids had been known to 
be involved in such reactions. 

It is of great interest that insulin has been shown 
to exert its action at more than one site. Cori had 
previously demonstrated the participation of in- 
sulin in the hexokinase reaction by which glucose 
is converted to glucose-6-phosphate, and thus in- 
troduced into the metabolic pool. Recent work has 


*Assistant in medicine, Harvard Medical School; head of Outpatient 
Diabetic Clinic, Beth Israel Hospital. 


revealed that insulin also participates in various 
reactions in the tricarboxylic cycle, at sites far re- 
moved from the above. The first reaction is the 
specific synthesis of phosphocreatine unrelated to 
oxidative processes, in both brain and heart-muscle 
preparations of the rat.“ The second is the metabo- 
lism of pyruvate to carbon dioxide in the isolated 
diaphragm muscle of the rat.“ Both reactions are 
decreased in alloxan diabetes and restored to normal 
by the in vitro addition of insulin. Finally, using 
in vitro preparations of liver slices, Bloch and 
Kramer® were able to accelerate the conversion of 
acetate to fatty acids by the addition of pyruvate 
together with insulin. 

The old controversy concerning the metabolic 
defect in diabetes seems on the way to settlement 
by compromise: it appears to be a combination of 
both overproduction and underutilization of glucose. 

Studies of glucose uptake in the isolated rat dia- 
phragm have revealed interesting details of the 
key roles of insulin and the hexokinase reaction in 
the underutilization of glucose by diabetic tissue.“ 
It is concluded that of all the possible hexokinase 
activity present, only 25 per cent is realized in 
the diabetic subject, and only 50 per cent is present 
even in normal persons. This activity may be raised 
to 75 per cent by removal of the pituitary body and 
to 100 per cent by the further addition of insulin. 
Insulin added to muscle in vitro has been shown 
to combine with it within ten seconds and caused 
a ninety-fold increase in glucose uptake.'® Thus, 
in muscle both pituitary and unknown inhibitors 
of hexokinase are normally present, interfering 
with glucose utilization. The addition of insulin 
fully corrects such interference. 

On the side of overproduction, interesting new 
data have been revealed in human beings by the 
use of the cardiac catheter in the study of hepatic 
venous blood.":" In a normal person weighing 
70 kg. the average liver glucose output in the fast- 
ing state is 13 gm. per hour, and after intravenous 
administration of sugar this output was found to 
cease only above a blood sugar level of 175 mg. 
per 100 cc. Comparative studies showed a greater 
arteriovenous difference and therefore utilization 
in peripheral than hepatic blood at elevated levels. 
The finding of a continued output of liver sugar 
at elevated blood sugar levels in human subjects 
is at variance with previous animal studies. The 
hepatic glucose output takes care of 70 per cent 
of the normal metabolic requirement and only 7 


per cent of this output (by calculation from hepatic 
urea output) is derived from protein sources. In 
diabetic ketosis the total glucose output was doubled 
and the proportion derived from protein was tripled. 
In ketosis insulin diminished both glucose output 
and urea excretion, and with equal rapidity. 

This close interrelation between glucose and 
protein metabolism has been illustrated in the past 
by the increased urinary nitrogen and blood amino 
acids in human beings with diabetes. Recently, 
Mackler and Guest," by analysis of amino acid 
excretion in poorly controlled alloxan diabetes in 
rats, showed that this increased catabolism is simply 
a quantitative increase of normal protein break- 
down. Moreover, Lotspeich'* demonstrated that 
insulin administration, even in normal dogs, causes 
a decrease in the various blood amino acids in a 
pattern corresponding to that of the amino acid 
content of the muscle protein — a positive indica- 
tion of protein anabolism. Insulin hypoglycemia 
accelerates protein breakdown.“ Thus, lack of 
homeostasis in either direction in carbohydrate 
metabolism is associated with disturbances, not 
merely in fat and ketone metabolism but also in 
protein metabolism. This finding may be relevant 
to the advisability of normoglycemia for the pre- 
vention of the various tissue complications occurring 
in diabetes. 

Somogyi'* showed that arteriovenous blood sugar 
differences could be used as an index of peripheral 
utilization of glucose, but emphasized the need for 
accurate blood sugar technics in such studies. He 
demonstrated that the peripheral utilization played 
a large part in blood sugar regulation, rising sharply 
on elevation of blood sugar and falling abruptly 
when the arterial blood sugar fell to fasting 
levels.'?-18 The arteriovenous difference never be- 
came negative. His results demonstrated the great 
efficiency of even small doses of insulin in increasing 
the peripheral utilization of sugar at normal levels.“ 
He believed that the abrupt cessation of peripheral 
utilization during hypoglycemia was due to insulin 
antagonists originating largely in the adrenal cortex. 
With the use of adrenal cholesterol?® and the actual 
blood glycogenic corticosteroid levels: as indexes 
of adrenocortical activity it has since been con- 
firmed that hyperglycemia has an inhibiting and 
hypoglycemia a stimulating effect on this activity. 

There is now further important information about 
pancreatic islet physiology. Using the isolated per- 
fused rat pancreas, Anderson and Long” showed 
that hyperglycemia for an hour caused increased 
secretion of insulin. Foa*:** by a cross-circulation 
technic in dogs, discovered that in the course of a 
glucose tolerance test the outpouring of insulin into 
the pancreatic vein started in fifteen to thirty min- 
utes and reached its peak in sixty toninety minutes. 
This demonstrates the dynamic participation of 
pancreatic insulin in the regulation of blood sugar. 
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Mirsky*® recently reported an insulin inactivating 
enzyme system (insulinase) in many tissues through- 
out the body, in greatest concentration in the liver, 
kidney and muscle. Weisberg et al.?“ confirmed 
this indirectly by showing in depancreatized dogs 
that insulin is less effective when administered by 
way of the portal vein and liver than by the femoral 
vein. By this method, they estimated the rate of 
destruction of insulin in the dog to be 1/25 to 1/50 
unit per kilogram of body weight per hour. De Duve 
showed by measurement of peripheral utilization 
of glucose after hepatectomy in the dog that this 
inactivation of insulin applied to endogenous as 
well as to exogenous insulin. Mirskyꝛs demonstrated 
that fasting diminished the liver insulinase and re- 
feeding reconstituted it and finally that the in- 
jection of certain rat-liver extracts into normal 
rabbits increased their sensitivity to injected in- 
sulin.2® These studies of the fate of insulin in the 
body may lead the way to an understanding of 
insulin resistance. 


Hyperciycemic Factor 


Insulin has been known to produce a mild hyper- 
glycemic effect in the first few minutes after in- 
travenous (but not subcutaneous) administra- 
tion. This action has been traced to another pro- 
tein present to the extent of 5 to 10 per cent in 
insulin as prepared commercially in the United 
States. It is not present in Danish Novo insulin, 
the production of which is slightly different from 
that of the American preparations. Its presence in 
the pancreas of severe alloxan-diabetic animals 
(with few remaining beta cells) indicates its prob- 
able origin in the alpha cells. By way of con- 
firmation, it has also been demonstrated by cross- 
circulation experiments in pancreatic venous blood 
of both normal and alloxan diabetic dogs.” This 
factor acts, not by antagonizing insulin, but by 
causing glycogenolysis in the liver.“ Whether it 
has a physiologic function is at present unknown, 
but it has been suggested that Von Gierke’s disease 
might represent a deficiency of this factor. 


EXPERIMENTAL D1ABETES AND ENDOCRINE 
INTERRELATIONS 


A comprehensive review of this subject has re- 
cently been presented by Haist.“ It had already 
been noted that ascorbic acid given one minute 
before alloxan enhances its effect. It has been 
further shown that a reduction product, dehydro- 
ascorbic acid, when injected intravenously, caused 
hyperglycemia and in larger doses, a triphasic blood 
glucose response such as is seen after alloxan.*® This 
is of particular interest since of all the known nat- 
urally occurring compounds dehydroascorbic acid 
has a structure that most nearly approaches that 
of alloxan. 

In the rat a dose of 3 gm. of glucose per kilogram 
of body weight intravenously produced beta-cell 
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degranulation within fifteen minutes, and repeated 
injections resulted in a temporary diabetic state 
lasting eight days.“ Persistent hyperglycemia and 
beta-cell degranulation have been produced by 
three to seven days of intravenous glucose adminis- 
tration in the dog.“ Finally, Dohan and Lukens“s 
have been able to induce a persistent diabetes in 
the cat simply as a result of prolonged hypergly- 
cemia. This occurred both in normal and in par- 
tially depancreatized animals after fourteen to 
one hundred days of such treatment, and the beta 
cells showed only hydropic degeneration. The 
occurrence of this phenomenon in three different 
species lends support to those who deplore the 
presence of hyperglycemia in the treatment of 
patients with human diabetes. 

It has been observed that 25 per cent of dia- 
betic patients show no cytologic changes in the 
pancreas by present methods. This has sometimes 
been offered as evidence for the presence of an 
extrapancreatic mechanism for some cases of dia- 
betes. However, it has recently been observed 
that rats, after small enough doses of alloxan, may 
show diabetic glucose tolerance tests even in the 
absence of degranulation or other pathologic changes 
in the beta cells.“ 

Temporary diabetes has been produced in man 
by stimulation of the adrenal cortex with large 
doses of pituitary adrenocorticotrophic hormone 
(ACTH).** This is accompanied by elevated fasting 
blood sugar levels, abnormal glucose tolerance tests, 
increased urinary nitrogen and uric acid, and de- 
creased blood glutathione levels. The last seems 
to be a necessary element, for intravenous ad- 
ministration of glutathione decreases the blood 
sugar level during the course of ACTH treatment 
or in the diabetes of Cushing’s syndrome.” The 
increased glucose in blood and urine is derived only 
in part from increased protein breakdown, sug- 
gesting an actual defect in peripheral glucose utili- 
zation. This is further substantiated by the presence 
of considerable insulin resistance (analogous to 
that found in idiohypophyseal diabetes“). 

The responsiveness of the adrenal gland to ACTH 
stimulation as measured by glucose metabolism 
varies among different persons. A similar variation 
has recently been confirmed for electrolyte metab- 
olism.“ The possibility exists, therefore, that long 
continued overproduction of pituitary ACTH in 
a person with a responsive adrenal cortex and a 
susceptible pancreas might account for some cases 
of human diabetes. However, there is as yet no 
direct evidence in support of this interesting hy- 
pothesis. 

Clinically, a similar insulin-resistant diabetes oc- 
curs in Cushing’s syndrome. One case, with marked 
hypertrophy and hyperplasia of the adrenal cortexes, 
was found to excrete large amounts of adrenocor- 
tical hormone Compound F.“ Conversely, the 
bilateral removal of normal adrenal glands in a 
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twenty-nine-year-old diabetic woman using 75 
to 85 units of insulin daily resulted in a decrease 
in insulin requirements to 25 units a day.“ This 
is the first direct physiologic assay of the influence 
of the normal adrenal glands upon human car- 
bohydrate metabolism. 

Various investigators have reached the con- 
clusion that the growth and diabetogenic hormones 
of the anterior pituitary body are probably in- 
separable if not identical.“ ; s The pituitary dia- 
betogenic and hexokinase-inhibiting factors seem 
to be closely related but not identical, for, on stand- 
ing, a mixture of the two may lose the latter ac- 
tivity. However, this activity may be restored in 
the rat by injection in vivo.“ 

There has long been speculation regarding the 
existence of a pancreotropic hormone of the an- 
terior pituitary gland. Recent experiments in the 
growing rat have brought to light an unsuspected 
functional responsiveness and even change in size 
of the pancreatic beta cells (with variations in 
diet). “. 0% Encouraged by this, Young has recently 
used a nondiabetogenic extract of the anterior 
pituitary gland in an attempt to ameliorate the 
permanent (pituitary) diabetes of an adult dog. 
This diabetes is progressive. He found that, at 
the milder stage, the diabetes was temporarily 
ameliorated by a week of such therapy. Later, 
when the diabetes had become more severe, this 
effect was not obtained unless insulin was simul- 
taneously administered. This is an interesting and 
new therapeutic approach to diabetes. Beaser® 
has attempted, without success, to influence the 
alloxan diabetes of rabbits with estrogen derivatives. 


D1acnosis 


The importance of early diagnosis has been em- 
phasized by Beaser™ through a survey showing that 
delay in early diagnosis and treatment may result 
in progression, complications and increased insulin 
needs. A new, simple and convenient and yet ac- 
curate blood sugar screening set has been made 
available by Eli Lilly Company on the basis of the 
work of Wilkerson and Heftmann.* This now en- 
ables any general practitioner to screen patients 


who have glycosuria.* Diabetes exists in probably 


a third or more of adults who have glycosuria. 

When a glucose tolerance test is performed on 
such patients some 20 per cent yield atypical curves, 
which have either a high one-hour peak or a delayed 
return to normal, but not both. This has long 
presented a problem in interpretation. Rabino- 
witch“ has reported on such a group of patients 
followed for over ten years. Of these, 29 per cent 
went on to develop diabetes, the incidence being 
significantly greater among those who remained 
obese and those with a family history of diabetes. 
To clarify such diagnostic difficulties, Horwitt et 
al.5> have studied the blood pyruvate and lactate 


*This set may also prove very useful in the contro! of treatment. 


curves during glucose tolerance tests and believe 
that the delayed rise seen in diabetic persons pro- 
vides a means of distinguishing them from patients 
with other types of hyperglycemia. 


PsYCHIA TRI AsPEcCTs OF THERAPY 


Most diabetic patients, unfortunately, continue 
to fall far short of the ideal goal of normoglycemic 
control. In most cases, especially the milder ones, 
the reason continues to be mainly lack of patient 
co-operation. Accordingly, any light that may be 
thrown upon the psychiatric behavior of diabetic 
persons is of major interest. 

Bruch** has made a careful study of 21 diabetic 
children. No common characteristics featured this 
group, unlike a group of obese children that she 
had previously studied. However, the success in 
physiologic control was shown to mirror the “psy- 
chological climate of the home,” which was deter- 
mined by three types of attitudes on the part of 
the parents: hostile or masochistic; perfectionist; 
and relaxed and tolerant. The last two resulted 
in the best physiologic control, whereas the first 
two had the least desirable psychologic effects on 
the impressionable children. This information may 
also be applied with profit to adults and even to 
physician-patient relations. 

Emotional disturbances may be shown to ex- 
ercise a measurable effect on glucose and ketone 
metabolism, ? but not sufficient to precipitate aci- 
dosis. A study of patients who have repeated at- 
tacks of frank acidosis showed that such patients 
required more to explain their difficulties than 
instability or severity of their diabetes.** They 
have, as a group, gross instability of personality 
Organization, in many bordering on the psychotic, 
but no uniform pattern could be discerned. In 
such cases, simply focusing more carefully on the 
details of regulation accomplished little. It was 
found vital for the rehabilitation of such patients 
to recognize their antipathy to authority and their 
need for sympathetic social and psychiatric care, 


even at the sacrifice of some measure of perfect 
control. 
(To be concluded) 
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CASE 36291 


PRESENTATION OF CASE 


First admission. A fifty-two-year-old bartender 

was admitted for repair of a right scrotal hernia. 

The patient had been told that he had a “touch 

of gout” and a “skipping heart” for years. Physical 

examination, in addition to the hernia, showed an 

irregular heart rhythm, with a rate of 80 to 90. 

Urinalysis was negative; the blood nonprotein 

nitrogen was 19 mg., and the blood uric acid 2.7 mg. 

per 100 cc. The operation and convalescence were 
neventful. 

Second admission (five years later). The patient 
was readmitted because of an attack of gross 
ematuria. He had been well in the interim up 
ntil one week previous to this admission, when he 
oted easy fatigability and weakness. The right 
nee became swollen, and the urine was noted to 
ontain gross blood. This lasted for four days. 


He had had slight nocturia of some years’ dura- 
tion, but no frequency, dysuria or hesitancy. For 
two years he had exertional dyspnea with pal- 
pitation, usually coming on after a heavy meal or 
on climbing stairs. There was no history of chest 
pain or ankle edema. Up until five years previous 
to admission for a period of six years there had 
been intermittent swelling of the knees, ankles 
and left great toe lasting from a few days to a few 
weeks. There was a history of heavy alcoholic in- 
take up until two years previous to this admission. 

Physical examination showed a palpable, firm 
nodule in the right lobe of the thyroid gland, car- 
diomegaly, auricular fibrillation, a Grade III apical 
systolic murmur and a recurrent inguinal incisional 
hernia. The lungs, abdomen, extremities and 
prostate were negative. 

The temperature was 99°F., the pulse 96, and 
the respirations 20. The blood pressure was 155 
systolic, 110 diastolic. 

Urinalysis showed a specific gravity of 1.005 
and 10 to 12 red cells and 3 or 4 white cells per 
high-power field in the sediment. Cystoscopy 
demonstrated a normal urethra and bladder. The 
ureters were easily catheterized, clear urine com- 
ing from each. A retrograde pyelogram disclosed 
a calculus in the region of the left middle calyx. 
After injection it was noted that this appeared to 
be in a cavity. The patient was discharged on the 
second hospital day. 

Third admission (two months later). In the in- 
terval he was followed in the Out Patient Depart- 
ment. The serum calcium was 9.2 mg., the phos- 
phorus 3.3 mg., the alkaline phosphatase 3.1 units, 
the total protein 6.8 gm., the uric acid 4.7 mg., 
and the nonprotein nitrogen 18 mg. per 100 cc 
Guinea-pig inoculation of the urine was negative 
for tubercle bacilli. X-ray study of the chest 
showed the heart to be markedly enlarged in all 
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chambers but more so on the left. A gastrointes- 
tinal series and x-ray examination of the neck were 
negative. 

The patient had been passing small amounts of 
blood in the urine intermittently since the pre- 
vious admission. However, his strength and appe- 
tite were good. There were no new symptoms, and 
physical examination, an x-ray film of the chest, 
an electrocardiogram and laboratory data were 
essentially the same as at the previous admission. 

Urinalysis on admission showed a specific gravity 
of 1.018, a + test for albumin and 100 red cells 


Ficure 1. Retrograde Pyelogram. 
Arrow points to nonfilling of the left upper calyx. 


per high-power field in the sediment. There were 
abundant colon bacilli and Staphylococcus aureus 
on culture. A urinary determination for cystine 
was negative, and a twenty-four-hour urinary 
specimen revealed a total calcium excretion of 
48 mg. 

On the sixth hospital day a nodule was excised 
from the right lobe of the thyroid gland under local 
anesthesia. The pathological report was nontoxic 
nodular goiter, with organized and canalized 
hematoma. He was discharged on the fifth post- 
operative day after an uneventful convalescence. 

Fourth admission (seven months later). The 
patient had been well except for one episode of 
passing dark-red blood in the urine for a few hours 
six weeks previously. A retrograde pyelogram 
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(Fig. 1) showed a rounded calcium density over- 
lying the left kidney measuring 7 mm. in its greatest 
dimension. The left kidney was slightly lower 
than the right and appeared slightly larger. On 
the left only the middle and lower calyxes filled. 
The calcium density appeared to lie within a major 
calyx, which came off close to the renal pelvis. 
The right ureter, pelvis and calyxes were normal. 
The hemoglobin was 12.8 gm., and the white-cell 
count 8000. Urinalysis showed a specific gravity 
of 1.012, a + test for albumin and an occasional 
red cell and 10 white cells per high-power field. 
Urine cultures were negative. He was discharged 
on the second hospital day. 

Fifth admission (six weeks later). The patient 
had been well and had worked until a week pre- 
vious to this admission. Then after passing “lemon- 
colored” urine he experienced chilly sensations 
followed by fever and malaise and accompanied 
by urinary frequency of once an hour, with some 
burning on micturition. This condition gradually 
abated over the next five days. For the twenty- 
four hours prior to admission he took one sul- 
fonamide tablet every four hours, and on admission 
the symptoms had completely disappeared and the 
urinary frequency was every four hours. He be- 
lieved that he had lost 10 to 15 pounds in the six 
weeks prior to admission. He was taking digitoxin, 
0.2 mg. every day, and on this medication was no 
longer bothered by dyspnea or palpitation. There 
had been no recent attacks of joint pain. 

Physical examination revealed slight distention 
of the neck veins, a moderately irregular pulse, 
cardiomegaly and a Grade II apical systolic mur- 
mur. The liver edge was palpable two finger- 
breadths below the costal margin. There was moder- 
ate tenderness and voluntary spasm in the left 
upper quadrant of the abdomen to bimanual pal- 
pation. The right inguinal incisional hernia was 
easily reducible. 

The temperature was 99°F., the pulse 94, and 
the respirations 25. The blood pressure was 130 
systolic, 90 diastolic. 

Examination of the blood revealed a hemo- 
globin of 13.4 gm. and a white-cell count of 13,300, 
Urinalysis showed a specific gravity of 1.010 with 
a ++ test for albumin and innumerable white 
cells in the sediment. Culture of the urine grew 
a few colon bacilli. The nonprotein nitrogen was 
37 mg. per 100 cc. An electrocardiogram and chest 
x-ray film were as before. 

On the fourth hospital day the temperature was 
101°F. The patient complained of pain in the 
right great toe, which externally appeared normal. 
Tenderness in the left upper quadrant to bimanual 
palpation was still present, and there was no costo- 
vertebral-angle tenderness. The white-cell count 
was 11,500, with 84 per cent neutrophils. On th 
following day the temperature was normal, and 
he felt well, but there was some swelling, redness 
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and warmth of the right knee thought to be mainly 
periarticular. The blood uric acid was 5.6 mg. per 
100 cc., and the basal sedimentation rate was 
normal. An intravenous pyelogram was essen- 
tially similar to previous pyelograms except that 
on the left, in addition to a nonfilling superior 
calyx, there was incomplete filling of the middle 
calyx. Following 1 cc. of Mercuhydrin intra- 
muscularly he lost 4 pounds in weight, the liver 
was no longer palpable, and the neck veins were 
less distended. By the thirteenth hospital day the 
temperature was normal, the knee was no longer 
swollen, and there were no subjective complaints. 
On the fourteenth hospital day an operation was 


performed. 


DIFFERENTIAL D1aGNosis 


Dr. Ricnarp Chur“: In this case it seems to 
me that we are dealing with three abnormal con- 
ditions — gout, heart disease and a renal lesion. 
I should like to start with the first two, and then 
discuss the renal lesion last. 

There is no doubt that this patient had gout. 
The considerable period of years during which he 
had had intermittent attacks of swelling and pain 
in various joints, including the great toe, the steady 
increase of the blood uric acid to an eventual ab- 
normally high value of 5.6 mg. per 100 cc. (nor- 
mal, 2 to 4.5 mg. per 100 cc.), his age and his occu- 
pation (bartender), with his alcoholic history, all 
lead me to a diagnosis of gout. Tophi are not men- 
tioned, but they occur in only about 50 per cent 
of cases of gout and therefore are not necessary to 
make the diagnosis. 

Secondly, the patient went into congestive heart 
failure. Although hypertension was not a feature, 
the heart was markedly enlarged, suggesting long- 
standing inadequacy. Even though no history of 
rheumatic fever is given, enlargement of the heart, 
with a loud apical systolic murmur, is very sug- 
gestive of mitral-valve damage with regurgitation. 
Also, auricular fibrillation is frequently associated 
with chronic rheumatic heart disease, especially 
mitral stenosis. Another possible etiology of the 
cardiac aisturbance, although I do not believe that 
it has to be considered seriously in this case, is 
degenerative cardiovascular disease, which may 
be a complication of late gout and may lead to 
coronary or cerebrovascular accidents. The vascu- 
lar lesions in gout are nonspecific and contain no 
tophi, but intracardiac tophi have been seen. How- 
ever, in my opinion, the whole picture of this pa- 
tient’s cardiac trouble can be best explained on the 
basis of an old rheumatic heart disease. 

Apparently, the nodule in the thyroid gland that 
turned out to be a nontoxic nodular goiter was 
noncontributory. 

*Associate visiting urologist, Massachusetts General Hospital. 
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Now we come to the renal lesion. The patient 
had been known to have hematuria on and off for 
many months. Since the urinary bladder and 
urethra were normal, the evidence indicated that 
the blood came from above the level of the bladder, 
and presumably from the pathologic-appearing 
and tender left kidney. Tumor in the urinary tract 
is the most frequent cause of hematuria, and when 
one is dealing with a patient in the cancer age 
(fifty-seven), malignant tumor is by far the most 
common source of blood in the urine. The loss of 
considerable weight during the six weeks prior to 
the last admission, despite the accumulation of 
fluid due to cardiac decompensation, is compatible 
with cancer. However, he was not anemic, and it 
must be remembered that he was taking digitoxin, 
which might have cut down his appetite and thus 
his weight. Stone is also a not uncommon cause of 
hematuria, and has to be seriously considered in 
this case. Renal tuberculosis may cause bleed- 
ing, but that was thought of and pretty well ruled 
out by the fact that the guinea pigs inoculated with 
urine proved to be negative for tuberculous in- 
fection. 

May we see the x-ray films, Dr. Wyman? 

Dr. Stantey M. Wyman: The first chest film 
taken four years previous to the last admission 
shows a heart markedly enlarged, particularly to 
the left, probably in the region of the left ventricle 
and the left auricle. It pushes the esophagus 
posteriorly. The aorta is quite tortuous — in keep- 
ing with the known hypertension. The displace- 
ment of the esophagus is well demonstrated on a 
film taken three years later, this being due to the 
enlarged left auricle, which I think, as Dr. Chute 
has suggested, is quite consistent with rheumatic 
heart disease. There is some pulmonary con- 
gestion. The stomach reveals no intrinsic disease. 
There is a small diverticulum of the second por- 
tion of the duodenum. The pyelograms were done 
over a period of approximately a year prior to the 
last entry, and they show a focal density on the 
left that measures 7 mm. in diameter. The original 
examination fourteen months prior to the last ex- 
amination shows the kidney shadows to be fairly 
symmetrical; the upper pole of the left kidney, 
however, is not well seen. The calyxes of both 
kidneys are well outlined by the original retro- 
grade examination, and some localized hydro- 
nephrosis about the stone is seen. There are no 
other very gross changes. The last film, taken al- 
most a year later, shows the left kidney to lie con- 
siderably lower in position than previously. At 
this time the upper major calyx fails to fill. It is 
impossible for me to outline the left kidney ade- 
quately, but its upper pole certainly seems a little 
fuller. The last examination by intravenous pyelo- 
gram shows essentially the same findings as the 
retrograde — namely, downward displacement of 
the left kidney and inadequate filling of the upper 


and middle major calyxes. I think it is worth not- 
ing that the lateral middle major calyx seems to 
be displaced on the retrograde and intravenous 
pyelograms when compared to the original retro- 
grade examination. 

Dr. Cuute: Let us discuss what could give the 
picture of calcification and apparently a growing 
mass in the upper pole of this kidney. Of course, 
the perfectly obvious thing is tumor. Incidentally, 
tumors rarely have calcified flecks in them, but I 
think this picture is rather different from that. 
This calcified shadow is rather interesting in ap- 
pearance because it is in a ring shape, which may 
mean calcification of either the splenic or the renal 
arteries or occasionally a renal aneurysm, which I 
think would be a little more medial in position. 
However, its position within the kidney outline 
suggests that it really was a stone. Tuberculosis 
might give calcification, but probably of a more 
diffuse or mottled character, and I doubt if it 
would cause a growing lesion in the upper pole. 
Another possibility is calcification of the wall of 
a cyst, but the cyst could also be seen. Another 
thing that probably would not produce calcifica- 
tion, however, is carbuncle of the kidney. This pa- 
tient’s hematuria over a good many months makes 
me believe carbuncle was not present. Calcified 
mesenteric lymph nodes are very common, but 
they tend to shift around and are characteris- 
tically mottled in appearance. Therefore, I shall 
make the obvious diagnosis and say that I believe 
this patient had a stone and also a kidney tumor, 
presumably renal-cell carcinoma. 

Dr. Wa ter S. Kerr, Ja.: The kidney was 
easily palpable and was about three times the 
normal size. 

Dr. Cuute: That makes me feel happier tem- 
porarily. 

Curnicat Diacnosis 

? Left renal tumor. 


Dr. Cuute’s DiacNos Es 


Renal-cell carcinoma. 
Nephrolithiasis. 
ANATOMICAL DIAGNOSES 
Papillary carcinoma of kidney, with lymph-node 
metastasis. 


Nephrolithiasis. 
PaTHOLocicaL Discussion 


Dr. Tracy B. MalLoxv: Dr. Kerr, I believe you 
operated upon this patient. 

Dr. Kerr: It seemed most likely that the kidney 
contained a tumor, and we thought the most likely 
tumor was a renal-cell carcinoma as Dr. Chute did. 
The kidney was exposed and found to be very firm 
on its surface, and resection was carried out. Several 
enlarged lymph nodes near the aorta, one of which 
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was over 1.5 cm. in size and was probably involved 
by tumor, were also removed. 

Dr. Mattory: The upper pole of the kidney 
was swollen and very firm. On section a com- 
paratively small papillary tumor was found in the 
upper calyx, which was continuous with an in- 
filtrating tumor mass, 6 cm. in diameter, extend- 
ing through the renal substance to, and in one 
spot through, the capsule into the perirenal fat. 
A small abscess cavity with necrotic walls that 
communicated with the pelvis was present near 
the center of the tumor. Histologically, the tumor 
was a characteristic papillary carcinoma of transi- 
tional epithelium, but the degree of invasion of the 
renal parenchyma was unusual. A calculus about 
8 mm. in diameter was present in the upper calyx. 
One of the lymph nodes showed metastasis. 

Dr. Benjamin Cas TLEMAN: Do you think the 
stone had anything to do with the tumor? 

Dr. Mattory: Of course, in the gall bladder 
there is a very close association between gallstone 
and cancer. I do not know whether they have any 
similar relation in the kidney. 

Dr. Fietcuer H. Col av: I think the greatest 
concern about stone associated with tumor in the 
kidney is that the association is more likely if the 
stone lies within the renal pelvis than in the paren- 
chyma. 

Dr. CasTLeman: We have had 1 case“ that I 
recall in which the patient had numerous stones 
in the pelvis and calyxes, leukoplakia of the pelvis, 
foci of carcinoma in situ and a frank squamous- 
cell carcinoma. 


*Case Records of the Massachu General Hospital (Case 30442). 
New Eng. J. Med. 281:633-636, 1944. wth. 


CASE 36292 


PRESENTATION OF CASE 


A fifty-two-year-old tannery worker was ad- 
mitted to the hospital for the first time because of 
hemoptysis. 

The patient had considered himself in rather 
good general health in spite of a chronic cough,» 
which had progressed insidiously over a period of 
twenty years. This, at first, was productive of a 
few teaspoonfuls of white sputum, but two years 
before admission the amount increased to half a 
cupful daily and the sputum became thick, yellow 
and bitter tasting. Six months prior to admission 
there was a sudden hemoptysis of about 200 cc. 
of bright-red blood. Following study at a tuber- 
culosis sanatorium the patient was told that he had 
bronchiectasis and was discharged. Since that time 
he noted rather constant blood streaking of his 
sputum. On the day of admission he experienced 
a second massive hemoptysis, lasting fully thirty 
minutes, during which he coughed up an estimated 
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800 cc. of bright-red blood. This was associated 
with a shaking chill and a sensation of generalized 
weakness. 

Throughout the past twenty years the patient 
had numerous upper respiratory infections during 
which the cough became worse, numerous episodes 
of tonsillitis and laryngitis each winter and fre- 
quently a sensation of stuffiness in the nose and 
“bronchial tubes.” During the past few years there 
was a gradual onset of shortness of breath on exer- 
tion and paroxysms of coughing at night relieved 
by sleeping on his stomach. In the two years prior 
to admission he experienced several episodes of 
severe left-shoulder pain radiating through to the 
nipple, intensified by deep breathing and coughing 
and relieved by taping. There had been no fever 
or night sweats. An attack of pneumonia occurred 
two years before entry and was treated successfully 
at home with sulfonamides and penicillin. For two 
months prior to admission the patient noted easy 
bruising, particularly of the legs, but no other bleed- 
ing tendencies were observed. 

There was no family history of tuberculosis. 

Physical examination revealed an acutely ill, 
apprehensive man with a warm, pale skin and a 
frequent cough. The tonsils were large. The chest 
was asthenic, with dullness to percussion over the 
left base posteriorly. Expansion, breath sounds 
and voice sounds were diminished in the same area. 
Occasional expiratory rhonchi were heard in the 
left lower chest, and there was retraction of the left 
supraclavicular and subclavicular fossas. The heart 
sounds were distant, with the aortic second sound 
equal to the pulmonic. The peripheral pulses were 
full and regular. The abdomen was normal. Nu- 
merous bruises were present over the right heel and 
ankle. There was no clubbing of the digits. 

The temperature was 101°F., the pulse 80, and 
the respirations 20. The blood pressure was 120 
systolic, 80 diastolic. 

Laboratory studies showed the urine to be normal 
except for occasional hyaline casts in the sediment. 
The hemoglobin was 10 gm., and the white-cell 
count 10,800, with 72 per cent neutrophils, 20 per 
cent lymphocytes and 8 per cent monocytes. Plate- 
lets were considered adequate. The bleeding time 
was 3 minutes, and the clotting time 12 minutes. 
A stool was guaiac negative, as was the blood 
Hinton test. The prothrombin time was 55 per cent 
of normal. The cephalin-flocculation test was ++ 
in twenty-four and forty-eight hours. The nonpro- 
tein nitrogen was 23 mg., the total protein 6 gm., 
the albumin 3.8 gm. and the globulin 2.2 gm. per 
100 cc. A chest x-ray film showed extensive patchy 
areas of increased density in the region of the left 
lower lobe. When examination was repeated on 
the following day, there was an increase in the 
patchy densities, with interspersed areas of decreased 
density. 
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Shortly after admission the patient experienced 
a sudden hemoptysis of 1000 cc. followed by marked 
respiratory distress from which he recovered prompt- 
ly. A second hemoptysis of 1000 cc. occurred early 
in the morning of the seventh hospital day. With 
each attack the patient developed a shock-like state, 
with hyperpnea, tachycardia and hypotension. This 
was always relieved by prompt administration of 
blood and sedation. A total of 4000 cc. of blood 
and 500 cc. of packed erythrocytes were given over 
this period, and the blood hemoglobin became 
elevated to 13.5 gm. Direct laryngoscopy on the 
third hospital day showed no bleeding points. 
Following the first bleeding the patient deveioped 
rales and rhonchi throughout the entire chest. 
These persisted but were most marked in the left 
lower thorax. 

On the seventh hospital day, after another mas- 
sive hemoptysis, an emergency surgical procedure 
was performed. 


DiFFERENTIAL DiaGnosis 


Dr. Jon Cass“: May we see the x-ray films now? 

Dr. Stantey M. Wyman: On the outside films 
taken a little more than a month before admission 
there is some mottled increased and decreased den- 
sity in the left-lower-lung field, which one month 
later has diminished considerably in extent. The 
original films on entry show the density to be dif- 
ferently distributed and to be in the basal segment 
of the left lower lobe. The films taken one day 
later show considerable increase in the process, 
and on the grid film according to the protocol, the 
rarefactions are interspersed with increased den- 
sities. The left lower lobe is seen to be moderately 
atelectatic in the lateral view, the basal segments 
only being involved. Apparently, the superior and 
subsuperior segments are spared. There is just a 
suggestion — I would not dare to go any farther 
— of something lying in the lower-lobe bronchus. 
It is insufficient for a definite statement. 

Dr. Heven Pittman: Dr. Mallory, would it 
be appropriate for me to say a few words about 
how this case appeared to us who actually saw him? 

Dr. Tracy B. Mallow: Yes, if you would. 

Dr. Pittman: This man was perfectly well until 
he had sudden hemoptysis of about 200 cc. of blood. 
Then the picture as we got it from him was that he 
was again perfectly well. Neither Dr. Scannell nor 
I have any impression of the constant blood streak- 
ing of which the protocol speaks. The patient was 
perfectly well until the day of admission, when he 
had this enormous hemoptysis. On admission while 
the student was taking the history, a liter of blood 
welled up in about twenty minutes. In the hos- 
pital there were three massive hemoptyses, each 
occupying a space of about fifteen minutes. At that 
stage we mobilized all the forces of the Thoracic 
Surgery and the Anesthesia services to see what 

Assistant physician, Massachusetts General Hospital. 
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we could do if another occurred, and Dr. Scannell 
was constantly on the alert for it. The patient 
was scheduled for an elective operation and had 
been given transfusions with an enormous amount 
of blood and packed red cells to bring the hemo- 
globin up to 14 gm. Suddenly, about 4 o’clock on 
the morning scheduled for operation, he had an- 
other massive hemorrhage and went into shock, 
with marked air hunger. Dr. Scannell saw him at 
6 o’clock and immediately sent him to the operat- 
ing room, where he was bronchoscoped and opera- 
tion undertaken. 

Dr. Cass: Thank you. I do not know whether 
that makes it any easier or not. 

In general, the term hemoptysis means bleeding 
from the lung. However, that does not always hold 
true. There is one recent experience of mine in 
which the patient, the physician who sent the pa- 
tient to the hospital, the physician who examined 
the patient in the Emergency Ward and I accepted 
an attack of bleeding as a hemoptysis and thought 
the diagnosis was probably bronchiectasis. Later 
on we found to our amazement that what had ac- 
tually happened was that the patient had a crust 
of bread stuck in a hiatus hernia, had raised a 
tremendous amount of blood, had aspirated the 
blood into the lung and had then spat it out. In 
the case under discussion today there seems to 
be little reason to doubt that the blood came from 
the lung. 

The next question is whether to accept a present 
illness of twenty years or one of two years. The 
descriptive term chronic cough is so loosely used 
that it may mean little, particularly in a smoker, 
so that the present illness may have been only of 
two years’ duration rather than twenty years, 
which is the impression one gets from the history. 
A hemorrhage occurring after twenty years would 
be rather late in the course of most chronic illnesses, 
such as bronchiectasis, benign adenoma and tu- 
berculosis. If this man’s illness had been of twenty 
years’ duration we would expect him to have had 
hemorrhage before this time although that is not 
necessarily true. The shaking chill and general 
weakness are part of the acute hemorrhage, I believe. 
The episodes of upper respiratory infections and 
tonsillitis are part of the syndrome of nontuber- 
culous pulmonary disease and are common in the 
history of any of the chronic conditions. The fact 
that the patient had relief from the paroxysmal 
cough in certain positions means that in those posi- 
tions at least there was a little drainage from the 
lesion into the bronchus or else that the bronchus 
was partially obstructed. The pleural pain is also 
compatible with any nonspecific bronchial infec- 
tion. The attack of pneumonia, too, can be part of 
the syndrome. 

Two months before admission he noticed that he 
bruised easily, and on physical examination at the 
time of entry there were numerous bruises of the 
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right heel and ankle. One wonders whether there 
is some general reason why this patient bled freely. 
A clotting time just on the upper border of normal, 
a prothrombin time slightly low in percentage of 
normal and a cephalin-flocculation test just on the 
border of normal do not seem to be definite enough 
to justify a diagnosis of blood dyscrasia or liver 
disease sufficient to cause an increased bleeding time, 
but they are suggestive as an explanation for ex- 
cessive bleeding. 

The physical signs help to localize the lesion, 
and the occasional expiratory rhonchi suggest 
partial bronchial obstruction. ‘The chest examina- 
tion bore out the fact that there was a lesion in 
the left lower lobe associated with some degree of 
bronchial obstruction. That there was no clubbing 
of the digits is interesting, but that is a very in- 
definite sign and can occur with brief illnesses and 
sometimes does not occur with prolonged illness, 
particularly when there has been no cyanosis. 

The increasing momentum of these massive hemor- 
rhages in my inadequate experience is certainly 
unusual in any condition other than terminal tu- 
berculosis. Heroic efforts must have been made just 
to keep the patient from drowning in his own blood. 
In the usual case of pulmonary hemorrhage a 
sufficient amount of time is allowed adequately 
to prepare for whatever procedure is necessary. 
The X-Ray Department has a day or two to carry 
out all its procedures, from plain films to lamino- 
grams and so forth; there is time for bronchoscopy 
and for proper sputum examinations so that one 
arrives very easily at an opinion what to do— 
whether the problem is medical or surgical. I have 
the impression that all one can say is that there 
was some chronic pulmonary disease of the left 
lower lobe, associated with bronchial obstruction. 
For some reason the hemorrhage was so marked in 
this particular case that its treatment came first 
rather than the diagnosis, and the hand was forced 
to some procedure that would stop the bleeding and 
save the patient’s life. I judge that the patient had 
an emergency lobectomy or pneumonectomy, and 
that the underlying disease was an area of some type 
of nontuberculous bronchial obstruction with mul- 
tiple areas of bronchiectasis and cavitation behind 
it. If we accept the present illness as of twenty 
years’ duration it would rule out cancer, and I 
would have to make a diagnosis of some type of 
benign lesion such as a benign adenoma. If this 
assumption is wrong and the illness had not existed 
so long, I would be justified in making a diag- 
nosis of a cancer as the cause of bronchial obstruc- 
tion. Perhaps the blood chemical and laboratory 
findings mean that the patient also had some 
minor degree of liver disease, but I cannot make 
that diagnosis on the basis of such slight evi- 
dence. That he worked in a tannery may need 
comment. Such people are exposed to benzene and 
other products that are so new that very little is 
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known about their toxicity, and such people will 
have blood dyscrasias causing bleeding at times, 
but we have no evidence to justify this diagnosis. 

My diagnosis is benign adenoma with multiple 
areas of cavitation and bronchiectasis and with 
erosion of a large vessel. The bleeding probably was 
not influenced by any general hemorrhagic tend- 
ency but was entirely a local problem. 

Dr. Pittman: This was a problem that was new 
to all of us who saw the patient. It was a most 
terrifying thing. He was exsanguinating himself 
without any adequate explanation for it. He did 
have a prolonged prothrombin time and we thought 
the prolongation consistent with bronchiectasis, 
but none of us had ever seen patients with bron- 
chiectasis bleed as he did. I think Dr. Scannell’s 
preoperative diagnosis was bleeding adenoma. 

Dr. J. Gorpon ScanneE.LL: We had presumptive 
evidence that the patient had disease in the left 
lower lobe, but remarkably few people were will- 
ing to exclude disease in the right side as well. 
Furthermore, the trachea was narrowed, but no 
definite abnormality could be made out. When 
I first saw him after the third bleeding episode he 
had stopped bleeding, — probably the result of the 
classic treatment of bloodletting to stop pulmo- 
nary hemorrhage, — and inasmuch as he had a high 
fever and rales in both sides of the chest, we con- 
sidered it wisest to withhold surgery. We planned 
to bronchoscope him after he had been stabilized, 
and then to go ahead with thoracotomy if we then 
precipitated another massive hemorrhage or if 
we could arrive at a more definite diagnosis. 

The problem in a person with massive pulmonary 
hemorrhage is not only one of diagnosis and blood 
replacement but also one of anesthesia. Further- 
more if massive hemorrhage occurs during bronchos- 
copy, there is often little that one can do to control 
it. We believed, however, that bronchoscopy was 
indicated and, with the anesthetist and the operat- 
ing room ready for thoracotomy, planned to go 
ahead on the seventh day. 

The patient anticipated us by about six hours, 
and with this fourth hemorrhage our hand was 
forced. Before we actually opened the left chest, 
however, Dr. Bernard D. Briggs anesthetized him 
with cyclopropane and bronchoscoped him. We 
found just what we expected to find, a great deal 
of bright-red blood on both sides, possibly a little 
more on the left. The anesthesia and bronchoscopy 
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did not start the bleeding up afresh, and we were 
able to proceed with thoracotomy with a fair de- 
gree of deliberativeness. 

Upon opening the chest we found the pleural 
space to be free of adhesions except for a few filmy 
ones over the left lower lobe. The lobe itself looked 
and felt pretty normal, except that there was some 
accentuation of the vascular markings on its pleural 
surface, and it contained considerable blood. There 
was not a great deal of evidence of old inflammatory 
disease or signs of tumor or an aberrant vessel. 

Dr. Cass: The reason that I mentioned an 


Ficure l. 


emergency pneumonectomy was that I believed 
massive bleeding might have forced your hand. 
Dr. Scanne.t: Had the patient been bleeding 
massively at the moment, we would have proceeded 
to pneumonectomy forthwith in this case, putting 
a tourniquet on the hilus. Fortunately, it was not 
necessary. 
CurnicaL Diacnosis 
Bronchial adenoma. 
Dr. Cass’s Diacnosis 


Bronchial adenoma, with obstruction and bron- 
chiectasis. 


7 
4 
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AnaTomicaL D1aGNosEs 
Squamous-cell carcinoma, Grade J, of lung, with 


massive hemoptyses. 
Bronchiectasis. 


PaTHoLocicaL Discussion 


Dr. Matiory: We have a picture of the resected 
lobe (Fig. 1). One can see between the two segments 
of the toothpick what appears to be a polypoid mass 
in the lumen of a greatly dilated major bronchus. 
Actually, that mass turned out to be merely blood 
clot, but between the apparent polyp and the upper 
toothpick a slight granularity of the mucous mem- 
brane can be seen. It was thought at the time of 
gross examination that this was a localized bron- 
chiectasis, with granulation tissue lining its wall. 

ions through it showed that it was a squamous- 
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cell carcinoma, remarkably well differentiated. A 
great deal of the tumor presented the appearance 
of carcinoma in situ extending rather widely over 
the epithelial surfaces and dipping down into the 
lymph nodes, but there was true invasion in other 
areas and at one spot the tumor had invaded a 
large artery that undoubtedly was the source of 
hemorrhage. I have seldom seen a squamous-cell 
carcinoma of the lung as well differentiated as this. 
It could almost be called Grade I, whereas Grades 
III and IV are far commoner in the bronchial tu- 
mors. It may have been present for a very consid- 
erable period, in view of the extensive surface 
development and the high degree of differentiation. 

Dr. ScaxxEIL: I might add as a footnote that 
three months postoperatively the patient was doing 
well. 


MASSACHUSETTS MEDICAL SOCIETY 


PROCEEDINGS OF THE COUNCIL 
Annual Meeting, May 15, 1950 


HE annual meeting of the Council was called 

to order by the President, Dr. Arthur W. 
Allen, on Monday, May 15, 1950, at 7:00 p.m., in 
the Georgian Room of the Hotel Statler, Boston. 

Two hundred and fifty-one councilors were 
present (Appendix No. 1). 

The Secretary, Dr. H. Quimby Gallupe, presented 
the minutes of the Council meeting of February 1, 
1950, as published in the New England Journal of 
Medicine, issue of March 23, 1950, and moved their 
acceptance. The motion was seconded, and it was 
so voted 


Reports oF CoMMITTEES 


Committee on Nominations — Dr. John J. Curley, 
Worcester North, Chairman. 


The committee convened on April 5, 1950, and 
nominated the following officers of the Society for 
the year 1950-1951: 


President, Dr. Leland S. McKittrick 
President-elect, Dr. W. Richard Ohler 
Vice-president, Dr. Patrick J. Sullivan 
Secretary, Dr. H. Quimby Gallupe 
Treasurer, Dr. Eliot Hubbard, Jr. 
Assistant treasurer, Dr. Norman A. Welch 
Orator, Dr. Donald Munro 


Dr. Curley moved acceptance of the report. The 
motion was seconded, and it was so voted. 

The President asked for other nominations. There 
were none. 


Dr. Frank R. Ober moved that the Secretary 
cast one ballot for the slate. The motion was 
seconded, and it was so voted unanimously. The 
Secretary cast the ballot as directed. The President 
stated that the officers nominated had been elected 
The President presented Dr. Leland S. McKittrick 

who spoke as follows: 


I am a much more humble man than I was a year ago 
at this time up in Worcester 

I have had a year to think a lot of things over, and 
have had a pretty good year to have an excellent op 
tunity to see a little something of the — — 
American medicine is facing. 

I have had the privilege duri 
Society function under the guidance of a su 
dent. And for that I am truly grateful. 

I am going — need a 17 — this next year, 4. 
am going to call upon a epend upon you as mem 

74 ‘Council, and as members of the Air 12 
=. appointed, to * me a lot of su 8 
to do a job. And, in anticipation of _ I sh 
thank you now. 


Dr. Allen then introduced the other officers. 


Executive Committee— Dr. H. Quimby Gallupe, 
Middlesex South, Secretary. 


The Secretary submitted the report (Appendix 
No. 2) of the Committee, which had met on April 12, 
1950. He stated that 16 members were present. 

Under new business he presented the report of 
the Subcommittee on Blue Cross-Blue Shield 
Problems in the form of two resolutions, which had 
been approved unanimously by the committee: 


It is not the policy of the Massachusetts Medical So- 
ciety to commit its members to participation or non- 


that year of seeing the 
perb presi- 
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participation in any or all of the medical care programs 
in existence in mmonwealth at this time. 

A member of the Massachusetts Medical Society shall 
be free to elect or reject, without prejudice, participation 
in any or all of the medical care pleas in existence in the 

mmonwealth at this time. 


He moved approval of these resolutions. The 
motion was seconded, and it was so voted. 

The second matter of new business was considera- 
tion of a letter to the Governor of Massachusetts 
from the Committee on Mental Health concerning 
the appointment of a new commissioner of mental 
health. The letter had been referred to Drs. Conlin 
and Barton for minor changes. The letter was read. 
Dr. Charles G. Hayden suggested a change in word- 
ing, and Dr. Charles C. Lund said the letter should 
be signed by the President and the Secretary as 
well as the chairman of the Committee on Mental 
Health. 

The President asked if the letter so changed and 
signed would be acceptable to the Council (Appen- 
dix No. 3). The answer was in the affirmative. 

The Secretary then stated that the property at 
22 Fenway had been purchased as the new home of 
the Society. He said the property, together with 
that of the Boston Medical Library, gave the 
Society one of the very best medical-society head- 
quarters. He complimented the Committee on 
Society Headquarters, the officers and Mr. Beck- 
with for their efforts. 

The Secretary said the Executive Committee had 
voted unanimously to approve the transfer of 
$50,000 from the Reserve Fund to the Building 
Fund so that the new property could be finished 
and furnished properly. He moved that the Coun- 
cil approve this transfer of funds. 

Dr. Howard Root seconded the motion, and it 
was so voted unanimously. 

The Secretary said Dr. Earle Chapman had 
written to the American Medical Association ask- 
ing for a list of health services in the various states 
and communities. The American Medical Asso- 
ciation had replied that none could do it as well as 
the state medical society. The Executive Com- 
mittee suggested that the listing of all health serv- 
ices be made by the co-ordinating committees in 
the districts and reported back through the co- 
ordinating committee of the Society. The Secre- 
tary moved that this be the method used. The 
motion was seconded, and it was so voted. 

The Secretary then presented the report of the 
Committee on Finance to the Executive Com- 
mittee (Appendix No. 2). He moved that the first 
recommendation — that the Council rescind its 
action on February 1, 1950, allocating $8000 in the 
1950 budget for the refund to the district societies 
— be accepted. The motion was seconded, and it 
was so voted. Dr. Donald Munro questioned the 
propriety of the procedure, and the President ruled 
that discussion should follow the next motion, pas- 
sage of which would require a two-thirds vote. 
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The Secretary then made the motion that the 
Council rescind its action of February 1, 1950, 
allocating the $8000 refund to the districts. The 
motion was seconded. 

Dr. Munro said the money should be obtained by 
raising the dues or by an assessment. He believed 
Dr. Conlin’s work was one of the most important 
in the organization. 

Dr. Basil E. Barton read a vote of the Norfolk 
District Medical Society, passed before this meet- 
ing, against this method of obtaining the necessary 
money. 

Dr. John J. Curley said Worcester North Dis- 
trict agreed with the Executive Committee. 

Dr. Robert W. Buck, Middlesex South, said the 
Committee on Finance believed this the best way 
under the circumstances. 

Dr. Peirce H. Leavitt, Plymouth, favored this 
method, and stated that the districts needing money 
should raise it themselves. 

Dr. Daniel Reardon, Norfolk South, favored the 
motion. Dr. Henry Stebbins said Essex South 
favored it. Dr. James M. Baty stated that Middle- 
sex South had voted 40:1 in favor. Dr. Edward P. 
Bagg (Hampden) also favored the motion. Dr. 
Nicholas S. Scarcello (Worcester) said he proposed 
this method to the Committee on Public Relations. 
Dr. Charles J. E. Kickham (Norfolk) favored the 
motion. Dr. George W. Papen (Norfolk) expressed 
disapproval. 

Dr. Allen G. Rice (Hampden) said his district 
councilors had changed their minds and were now 
in favor. 

Dr. Patrick J. Sullivan (Berkshire) spoke in favor. 

Dr. D. L. Halbersleben (Norfolk) disapproved. 

Dr. J. A. McLaughlin (Plymouth) disapproved 
of the method. 

Dr. John B. Butts (Worcester), chairman of the 
Committee on Legislation, said he wanted to cor- 
rect some statements he had heard concerning the 
failure to oppose bills, one of which favored com- 
pulsory sickness insurance and the other permitting 
the admission of textbook testimony in malpractice 
suits. 

He spoke as follows: 

I am not going to reiterate what Dr. Scarcello has al- 
ready said, being a member of the Council from Worcester. 

However, as acting chairman of the Committee on 
Legislation for the past few months, I should like to cor- 
rect a few misapprehensions that were propagated here 
this evening. One was that nobody had been to either of 
the meetings at the State House recently, one on the bill 
that required the introduction of textbook testimony and 
the other on the compulsory sickness insurance. 

During the past year, at one of the meetings of the 
Committee on Legislation, Mr. Charles Dunn, who, as 
you know, is our legislative counsel, informed us to the 
committee’s satisfaction that the introduction of text- 
Seat 20 testimony before or in legal hearings, was no 
, As a * of fact, Mr. Dunn stated that it probably 
was better than the old way that we had of doing things. 

Relative to the sickness insurance, let me say that last 

ar the sickness insurance bill was defeated, as you all 

now, by a vote of 3. 
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Following this, the commission of 15 members, ap- 
pointed by the Governor, the president of the Senate and 
the chairman of the House, held hearings throughout the 
State during the past year. As a result of these a 

majority report was submitted by ten members of the 
commission. 
This majority report favored a compulsory State fund, 
which was to be derived from tax deductions, payroll 
deductions from the employees, with a corresponding 
amount from the employers. 

The minority did not agree about whether the fund 
should be completely substantiated by insurance com- 
panies, or whether partly by insurance companies and 
partly by the State. 

As a result of this, there were two hearings last week, 
one on Tuesday, and the other on Thursday, before the 
Committee on Labor and Industries. 

On anew the proponents, or those who favored the 
compulsory State fund were heard. On Thursday, the 
people who op compul State fund were 
— There is at the present time no bill; this is proposed 

slation. 

As a result of these hearings, the Committee on Labor 
and Industries is to draw up a bill, and this bill in turn is 
to be submitted to the Committee on Ways and Means. 
The Committee on Legislation had agreed that after this 
bill had been submitted to the Ways and Means Com- 
mittee, and Dr. Conlin knew of this, that we would then 
act, either in opposing or substantiating, or approving, 
or taking no action on the bill, depending upon what the 
provisions of this bill happened to be. 

Dr. Conlin and the Committee and Mr. Dunn agreed 
that we were much better not to appear at these previous 
hearings last week, and that we should hold our fire until 
— time as we knew what the provisions of the bill were 
to 


The President then called for a vote on the 
motion by a show of hands. The votes counted by 
tellers showed 223 for and 29 against. Dr. Allen 
declared the motion carried. 

The Secretary moved approval of the second 
recommendation of the Committee on Finance that 
the amount refunded to the districts be nothing in 
1950. The motion was seconded, and it was so 
voted. 

The Secretary then moved that the third recom- 
mendation — that the $8000 that would have been 
refunded be added to the budget of the Director of 
Medical Information and Education — be approved. 
The motion was seconded, and it was so voted. 


Committee on Public Relations — Dr. Harold R. 
Kurth, Essex North, Secretary. 


Dr. Kurth presented the report as printed in the 
Circular of Advance Information (Appendix No. 4). 
He stated that the resolution concerning allotment 
of the funds to the budget of the Director of Medi- 
cal Information and Education had already been 
disposed of. He made a motion to approve the 
resolution favoring turning over all surplus monies 
to the budget of the Director of Medical Informa- 
tion and Education rather than to the Building 
Fund. The motion was seconded. The Secretary 
stated that the Treasurer, the Committee on 
Finance and the Executive Committee all believed 
this step unwise. The motion failed to carry. Dr. 
Kurth (Essex North) moved acceptance of the 
report as a whole. The motion was seconded, and 
it was so voted. 
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Committee on Tax-Supported Medical Care — Dr. 
Albert A. Hornor, Suffolk, Chairman. 


Dr. Hornor presented the report (Appendix No. 5) 
as informational and moved its acceptance. The 
motion was seconded, and it was so voted. 


Committee on Legislation—Dr. John B. Butts, 


Worcester, Chairman. 


Dr. Butts presented the report (Appendix No. 6) 
as informational and moved its approval. 
motion was seconded, and it was so voted. 


Subcommittee on National Legislation — Dr. Charles 
G. Hayden, Middlesex South, Chairman. 


Dr. Hayden moved approval of this informational 
report (Appendix No. 7). The motion was seconded, 
and it was so voted. 


Committee on Publications — Dr. Richard M. Smith, 
Suffolk, Chairman. 


Dr. Smith presented the report (Appendix No. 8) 
as informational and moved its acceptance. The 
motion was seconded. 

Dr. Harvey A. Kelly (Suffolk) said that his 
district councilors had voted to request the 
Committee on Finance to review the financial rela- 
tion between the New England Journal of Medicine 
and the Society toward making improvements. 
Dr. Gallupe, (Middlesex South) assured Dr. Kelly 
that steps would be taken and reported to the 
Council in October. 

Dr. Smith’s motion was then passed unanimously. 


Commitee on Ethics and Discipline — Dr. Ralph R. 
Stratton, Middlesex East, Chairman. 


Dr. Stratton presented the report of the Com- 
mittee (Appendix No. 9) and made a motion that 
there be only one grievance committee and that 
on the state level, and that its name remain the 
same. (Dr. Stratton had inserted the words “and 
that” after the word “committee” in the report as 
printed.) The motion was seconded. Dr. Gallupe 
said a questionnaire sent to the other state societies 
had shown that 18 states had, or proposed hav- 
ing, grievance committees, and that nine tenths of 
them were to be publicized. 

The motion was voted unanimously. Dr. Stratton 
moved approval of the second recommendation: 
that the public be made aware of the presence and 
activities of the Committee. The motion was 
seconded, and it was so voted. Dr. Stratton moved 
approval of the third recommendation — that the 
publicity be left to the discretion of the Director 
of Medical Information and Education. The motion 
was seconded. 

Dr. Conlin (Suffolk) said he hoped to get the news 
releases out during the first week in June. The 
motion was carried. 


— — 
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Committee on Medical Education — Dr. Chester S. 
Keefer, Suffolk, Chairman. 


Dr. Isaac R. Jankelson, Norfolk, presented the 
report (Appendix No. 10) and moved its acceptance. 
The motion was seconded, and it was so voted. He 
then made a motion to approve the first recom- 
mendation, that the Society express appreciation 
to the donor of the fund to provide the student 
awards. The motion was seconded, and it was so 
voted. 

He made a motion to approve the second recom- 
mendation concerning the nominations for the 
awards of 1950. The motion was seconded, and it 
was so voted. 

He then moved that the Council approve spon- 
soring one or more lectures for medical students 
on ethics, malpractice, animal experimentation and 
medical-society organization and objectives, and 
to inform the deans of the three medical schools 
that the Society is prepared to sponsor these lec- 
tures. The motion was seconded, and it was so 
voted. 

Dr. Isaac R. Jankelson (Norfolk) moved that the 
Council approve the worthiness of the cause of the 
“Co-operative for American Remittances to Europe, 
Inc.,” and suggested that a statement to this effect 
be published in the Journal. The motion was 
seconded, and it was so voted. He then made a 
motion to approve the report as a whole. The mo- 
tion was seconded, and it was so voted. 


Committee on Membership — Dr. Lewis S. Pilcher, 
Middlesex South, Chairman. 


Dr. Pilcher presented the report (Appendix No. 
11). He then made the following remarks: 


This contains three recommendations, which I 
shall not read in complete detail, because they are printed. 

These recommendations essentially are to correct in- 
adequacies of the present by-laws, which do not give the 
Treasurer authority that he feels is needed to collect cer- 
tain dues and which do not protect district societies in 
collecting certain dues. 

e first recommendation is that a fellow may not be 
transferred from one district society to another until all 
assessments in the original district society have been paid 
in full up to, but not including, the year of transfer. 

This is to protect district societies in collecting dues 
from members who transfer, and who may remiss in 
paying their dues, after they have been transferred, at 
the request of the Treasurer. 

I move that this recommendation be approved. 

e second recommendation has to do with nonresi- 
dent fellowships. It is obvious that that is something 
where some power s to be given to the Treasurer. 
It reads: “A fellow may not be transferred to a nonresi- 
dent fellowship until all regular dues have been paid in 
full up to, but not including, the year of transfer.” 

I move the acceptance of this recommendation. 


Both motions were seconded, put to vote and 
unanimously carried. 
Dr. Pilcher continued as follows: 


_ The third recommendation, in essence, is a slight change 
in the procedure of passing out the By-laws and Code 

Ethics and so forth to applicants for membership. At 
the present time the By-laws and Code of Ethics are fur- 
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nished each member after ag have been admitted to 
membership, and after they have passed all examina- 
tions, and all their interviews. 

We believe that these things should be given to appli- 
cants before their interviews, particularly the applicants 
from unapproved schools and foreign schools, so that the 
will have an opportunity to study the By-laws and C 
of Ethics, and furthermore, we recommend that in the 
course of their examination by the Board of Censors, 
* should be questioned on these matters. 

e recommend, at least, that they shall be liable to 
be questioned, so that they will read these ethical laws 
before they are admitted to membership. Once they have 
been admitted to membership, the Committee is afraid 
that a great number of them accept the By-laws and Code 
of Ethics and put them in the right-hand desk drawer. 

n this way, if they know they are going to be examined 
on them, they will read them. And it will involve very 
little extra expense to the Society, only a few of the ap- 
plicants needing them. 


He moved that this recommendation be approved. 
The motion was seconded. 

Dr. Stratton stated that the Censors had a rule 
whereby a résumé of the Code of Ethics is to be 
given to each applicant when he makes his appli- 
cation. Each Secretary had a group of questions 
to be given to the applicant before he is examined. 
Two or three years previously that matter had been 
brought up and so decided. 

Dr. Pilcher answered that the by-laws stated 
that the questions should be given to the member 
after admission to the Society. The present motion 
was to correct that statement in the by-laws. 

Dr. Allen called for a vote, and the motion was 
carried. 

Dr. Pilcher made a motion to approve the re- 
port as a whole. The motion was seconded, and it 
was so voted. 


Committee on Public Health— Dr. Roy J. Ward, 
Worcester, Chairman. 


Dr. Ward presented the report (Appendix No. 12) 
as informational and moved its approval. The 
motion was seconded, and it was so voted. 


Commitee on Pilot Clinics — Dr. Brooks Ryder, 
Suffolk, Chairman. 


Dr. Dunlop (Worcester), presented the report 
(Appendix No. 13) as informational and moved 
approval. The motion was seconded, and it was 
so voted. 


Committee on Finance—— Dr. Robert W. Buck, 
Middlesex South, Chairman. 


Dr. Buck presented the report (Appendix No. 14) 
with its two recommendations and moved ap- 
proval of the report as a whole. The motion was 
seconded, and it was so voted without debate. 


Commitee on Industrial Health— Dr. Daniel L. 
Lynch, Norfolk, Chairman. 


Dr. Lynch presented the report (Appendix No. 
15) as informational and moved its approval. The 
motion was seconded and carried. 


Committee on Council Rules and By-laws — Dr. 
Edward P. Bagg, Hampden, Chairman. 


Dr. Bagg presented the report (Appendix No. 16) 
and then spoke as follows: 


The report contains some recommendations, which have 
previously been approved by the Council, with the excep- 
tion of the last one, beginning with line 48, which read as 
follows: 


Chapter IV, Section 1: In the first paragraph after 
the comma following the word “Medicine,” delete the 
remainder of the sentence and substitute the following: 
“as well as the president and the past presidents of 
the American Medical Association, the president of the 
Massachusetts Medical Service, and the medical direc- 
tor of the Massachusetts Medical ice provided 
they are members of this Society.” 


The Committee is aware of the fact that the Council 
is already large, and hesitates to increase it, but in this 
instance the present recommendation is not likely to 
embarrass us in that direction, and it will correct a situa- 
tion that will remove sources of embarrassment in the 


ture. 

I am sure I speak for the Committee when we agree to 
delete the —_ “medical” before “director,” as voted 
by the Executive Committee of the Council. 

Therefore, I recommend that this Council a of 
the change in Chapter IV, section 1, as ame by vote 
of the Executive Committee. 

The motion was seconded, and it was so voted. 
Dr. Bagg moved approval of the report as a whole. 
The motion was seconded and carried. 


Committee on Benevolence — Dr. Dwight O’Hara, 
Middlesex South, Chairman. 


Dr. O’Hara presented the report (Appendix No. 
17) as informational and moved its acceptance. 
The motion was seconded, and it was so voted. 


Committee on Cancer — Dr. Ernest M. Daland, 
Suffolk, Chairman. 


Dr. Daland presented the report (Appendix No. 
18) as informational and moved approval. The 
motion was seconded and carried. 


Committee on Hospital and Professional Relations — 
Dr. Albert E. Parkhurst, Essex South, Chair- 
man. 


Dr. Parkhurst presented the report (Appendix 
No. 19) as informational and moved its acceptance. 
The motion was seconded, and it was so voted. 


Committee on Maternal Welfare — Dr. Duncan E. 
Reid, Middlesex South, Chairman. 


Dr. Gillespie, (Norfolk) presented the report 
(Appendix No. 20) as informational and moved its 
acceptance. The motion was seconded and carried. 


Committee on Postgraduate Medical Education — Dr. 
W. Richard Ohler, Norfolk, Chairman. 


Dr. Ohler presented the report (Appendix No. 21) 
as informational and moved its acceptance. 
motion was seconded, and it was so voted. 

Dr. Ohler said that attendance at the courses 
given this spring in John Ware Hall was 2400. 
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Committee on Red Cross Blood Program and the Com- 
mittee on Regional Blood Center — Dr. Lamar 
Soutter, Suffolk, Chairman. 


Dr. Soutter presented the report (Appendix No. 
22) and spoke as follows: 


The bulk of this report is informational, but there 
are three recommendations that uire some explana- 
tion. The American Association of Blood Banks has re- 
quested approval by the Society, and has appended to 
its request a suggestion that the delegates from our 
ciety to the House of Delegates of the American Medical 
Association be instructed to vote against the Red Cross 

ram, as has been done in Texas. 

e members of the Committee are in favor of the Red 
Cross program, which has been voted upon favorably 
by the Society and by the American Medical Associa- 
tion. We believe that the removal of this program would 
be a great mistake, as far as the benefits to patients 
and tors in this state are concerned, as well as else- 


In 1948, when the American Association of Blood Banks 
obtained an adverse vote against the Red Cross in the 
New York County Medical Society, within forty-eight 
hours there were very critical editorials in both the Herald- 
Tribune and the New York Times, condemning the medical 


profession. 

We believe that if such a vote should get through the 
American Medical Association, or through this society, 
the medical profession would be severely hurt. 

Therefore, I move that the first recommendation, that 
this association should not be approved, be adopted. 


The motion was seconded, and it was so voted. 
Dr. Soutter then continued: 


The second recommendation is “that the delegates to 
the American Medical Association from this state should 
be informed of the dangers of adopting the Texas Resolu- 
tion.“ 


Every state medical society has been urged to vote 
against the Red Cross this year in the House of Delegates. 
I believe that the Red Cross program is sufficiently val- 
uable here, and for the politcal reason, which I stated 
before, that our 3 should be informed of the dan- 
gers of adopting the Texas Resolution. 

The third recommendation is, These committees fur- 
ther recommended that their memberships be combined 
to form one committee to be called, The Committee for 
the supervision of the Red Cross Blood Program.’ ” 

I move that both recommendations be approved. 


The motion was seconded, and it was so voted. 
Dr. Soutter moved acceptance of the report as a 
whole. The motion was seconded and carried. 


Committee on Diabetes — Dr. Howard F. Root, 
Suffolk, Chairman. 


Dr. Root presented the report (Appendix No. 23) 
as informational and moved its approval. The 
motion was seconded, and it was so voted. 


Committee on Fees — Dr. Richard H. Sweet, Suffolk, 


Chairman. 


Dr. Sweet presented his report (Appendix No. 24) 
and spoke as follows: 


This is a new committee, and there was some question 
in our minds as we gathered together for deliberation 
about exactly what the intention of the Council was in 
establishing it, and what we might accomplish. Further- 
more, there was some delay in the deliberations because 
of unexpected developments having to do with the Blue 
Shield. We therefore waited to see how that would turn 


— 

* 

4 
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out, and finally brought our deliberations to a head after 
the Council action having to do with the establishment 
of the new Blue Shield program. 

It seems to me and to the Committee that there was 
some dissatisfaction — the general public, at least, 
with the doctor-patient relationship, especially as it has 
to do with fees charged for professional services. This 
may lie beneath the surface, s consideration, has 
been discussed and is mentioned in our report. 

I should like to call attention to one or two items be- 

going on to the recommendation: 


Several members of the Committee voiced the opinion, 
apparently held to a greater or lesser degree by others 
of the group, that in general the physicians of this state 
have me oversensitive to the importance of the fee 
problem and have tended to bend over backward in 


an effort to avoid criticism. It was pointed out by some 


that this position is to be deplored, partly because 
it may lead to a false sense of the importance of the 
difficulty that at most is not at present a large one and 
partly ause such a supine attitude might militate 
against the welfare of the profession by playing into the 
hands of the cranks and political r of govern- 
mental control. It was agreed that the dignity of the 
professions demands that the physician be allowed to 
adjust these matters with the patient a ing to the 
time-honored equitable princi of the code of ethics 
of physicians. 


Already, in the of the Committee on Ethics and 
Discipline, another matter has been mentioned — my « 
the existence in the Society of a means by which di 
can Ir igh 

at somethi more importance might 
ons from the deliberations of the Committee was not 
realized, but it seems to me that we have exp 
possibilities, and that by proceeding in a more definite 
manner, if the Committee is held over another year, some 
agreement might be reached regarding the over-all problem 
of the principles underlying the establishment of equitable 
charges for medical and surgical and professional services. 

It seems to me that the time is ripe for the profession 
of this state and elsewhere to come to some agreement re- 
garding the principles involved, and the report contains 
a brief summary of those principles. 

In the second part of the report are the only two recom- 
mendations that I should like to point out. The first 
was that in order to avoid the misunderstandings and 
criticism on the part of patients regarding fees, it was voted 
that the members of the Massachusetts Medical Society 
be encouraged in all cases to attempt to come to an un- 
derstanding with the patient by free discussion of the 
exigencies involved in each case at some time before a 
bill for services is rendered to the patient. 

There was a great deal of discussion about that. It was 
merely brought up as a suggestion of principle, and it 
was made by the Committee as a recommendation. 

The second recommendation was that the attitude of 
the Society regarding fees and the availability of means 
for the patient to obtain relief from possible overcharg- 
ing be publicized by the Committee on Public Relations 
in whatever manner it may choose to adopt. It was the 
opinion of the Committee that this was of great impor- 
tance, but that it was not the function of this committee 
to suggest the manner in which this should be carried 
out — whether it should be done by a statement to the 
press that we have a public-relations grievance com- 
mittee, or whatever it may be. 

I move that both recommendations be accepted by the 
Council. 


The motion was seconded, put to vote and 
unanimously carried. 

Dr. Sweet then moved that the report as a whole 
be accepted. The motion was seconded, put to 
vote and unanimously carried. 
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Committee on Redistricting — Dr. Charles G. Shedd, 
Suffolk, Chairman. 


Dr. Shedd presented the report (Appendix No. 
25) and moved its approval. The motion was 
seconded, and it was so voted. 


Committee to Meet with the Massachusetts State 
Pharmaceutical Association— Dr. Frank N. 
Allan, Suffolk, Chairman. 


Dr. Allan presented the report as informational 
(Appendix No. 26) and moved its acceptance. The 
motion was seconded and carried. 


REPORT OF THE TREASURER 


Dr. Eliot Hubbard, Jr., Middlesex South, pre- 
sented his report (Appendix No. 27). He moved 
that this informational report be accepted. 

The motion was seconded, and it was so voted. 


AvupiTor’s Report 


The Secretary read the Auditor’s Report as 
follows: 

The Auditing Committee appointed the firm of Hartshorn 
and Walter, accountants 2 to audit the books 
and accounts of the Massachusetts Medical Society. This 
audit and account are hereby approved by us. 

The analysis of the revenues and expenses of the Society 
and the balance sheet of the condition of the funds of the 
Society have been inspected and approved by us. 

Dr. Gallupe made a motion to accept the report. 
The motion was seconded and carried. 

Dr. Gallupe then made a motion to approve the 
report of the Executive Committee. The motion 
was seconded, and it was 80 voted. 


New Business 


The President introduced Dr. Egon E. Katt- 
winkel, Middlesex South, who read a program re- 
port on the Newton Heart Demonstration Program 
(Appendix No. 28). 

Dr. Allen thanked Dr. Kattwinkel for the report. 

Dr. Conlin said that the matter of a clinic or 
facilities to study obesity control had been sub- 
mitted by the United States Public Health Service 
to the Health Commissioner of the City of Boston, 
who has, in turn, requested study and the opinion 
of the Massachusetts Medical Society. 

Dr. Conlin asked that this matter be turned over 
to the proper committee. Dr. Allen referred it to 
the Committee on Public Health. 

Dr. Milton J. Quinn, public-relations councilor 
of Middlesex East, read the following resolutions 
adopted at the annual meeting of his district 
society: 

hereas, it has been shown that physicians, their 
families and their contacts have in the past been neglect- 
ful of exercising their privileges of voting, therefore 
Be it Resolved, that the Middlesex East District Medi- 
cal Society should take active steps to urge each member, 


voters of his family and circle of contacts to register 
and then to vote at every election. g 
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Be it further Resolved, that this Society instruct the 
Public Relations Councilor to inform the Council of the 
Massachusetts Medical Society of the above action, and 
recommends to the Council that similar action be taken 
on a state level. 


Dr. Allen referred this matter to the Committee 
on Public Relations. 

Dr. Allen presented Dr. Leland S. McKittrick, 
Suffolk, President-Elect, who spoke as follows: 

I should like to say that these appointments have been 
made after availing myself of the advice of the retiring 
. 4 the Secretary and, in some in- 
stances, Dr. Conlin. 

I should like to say also that one cannot but be im- 

with the large number of committees that this 
anization has. 

t seems to me that a certain number of these com- 
mittees, which have more or less fulfilled the purposes for 
which they have been created, might well be omitted at 

present time. 

In many instances I have written to the chairmen and 
I am going to ask your permission that committees w 
chairmen have given approval in writing be discharged. 


He then read the appointments to committees, 
and delegates to the American Medical Associa- 
tion and the other New England state medical 
societies. (Complete list follows the proceedings 
of the Annual Meeting.) 

Dr. McKittrick made a motion to approve the 
appointments. The motion was seconded, and it 
was so voted. 

Dr. McKittrick asked for permission to discharge 
the following Committees: Advisory Subcommittee 
on Medical Education, Representatives to the 
Hospital Presidents Association, Representative 
on the Legislative Committee of the Massachusetts 
Central Health Council, Representative to the 
Hospital Council of Boston, Committee to Meet 
with the Massachusetts State Nurses Association, 
Committee on Veterans Affairs, Committee to 
Meet with the Officers of the Bay State Medical 
Rehabilitation Center, Committee on Publicity 
Code and Committee to Co-operate with the Com- 
mittees on Society Headquarters and Postgraduate 
Medical Education. 

The Council gave permission by vote. 

Dr. Allen then thanked the councilors for their 
co-operation during the year and said adjournment 
was in order. 

A motion to adjourn was made and seconded and 
it was so voted at 10:25 p.m. 
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APPENDIX NO. 2 


Report or THe Executive ComMITTee 


The meeting was called to order by President Allen at 
1:15 p.m. on April 12, 1950, at the Harvard Club, with 16 
councilors present. Besides the President and the Secretary, 
the President-Elect, the Vice-President and the Director 
cf Medical Information and Education were present. The 
Secretary presented business referred to the Committee; 
the first was a report from the subcommittee on Blue Cross- 
Blue Shield Problems, Dr. Charles J. E. Kickham, chairman. 

Dr. Kickham said that his committee had met on April 7 
and had adopted the following resolutions: 


It is not the policy of the Massachusetts Medical So- 
ciety to commit its members to participation or nonpar- 
ticipation in any or all of the medical care programs in 
existence in the Commonwealth at this time. 

A member of the Massachusetts Medical Society shall 
be free to elect or reject, without prejudice, participation 
in any or all of the medical care plans in existence in the 
Commonwealth at this time. 


The Secretary reminded the Committee that certain 
medical societies in the country had been threatened with 
suits because they had been accused of operating medical 
care plans in restraint of trade, and that this society had 
received two letters from two insurance-company employees 
complaining that certain in Massachusetts have 
not been willing to co-operate with insurance plans other 
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than Blue Shield. In view of this, it seemed important 
for the Society to state its policy, and the Committee had 
met for that purpose. Dr. Dame asked why the first resolu- 
tion was in the negative. 

Dr. Hayden replied as follows: 


So that we shall not commit our physicians to par- 
ticipate in a whole host of programs as they tried to do 
in Rhode Island. They said down there, in effect, come 
on, all you insurance companies, and we will commit 
our society with Aetna, John Hancock and anybody 
else that can qualify. In effect, the Society set itself up 
as an approving agency of contracts iss by a host of 
different insurance-company groups. And, until th 
found out that they were not getting anywhere in Rhode 
Island, that was the situation. And the Blue Cross plan 
down there was in the throes of writing a straight cash- 
indemnity program, which they were going to submit 
to the Rhode Island Medical Society he approval, so 
that they could participate along with the insurance 
companies in Rhode Island. That is what happened in 

isconsin, and there is a big fight on in that state be- 
tween the Wisconsin Society and the Milwaukee County 
Branch, where they have a program run by the doctors, 
and in the rest of Wisconsin they have a group of seven- 
teen insurance companies writing medical contracts. 
But in a few other states the medical societies have com- 
mitted their members to participation in a particular 
type of program, and that was the reason why this was 
written as it was, as the first resolution. 


Dr. Kickham moved approval of the first resolution. The 
motion was seconded, and it was so voted unanimously. 
Dr. Fallon moved adoption of the second resolution, and 
~ Ley was seconded by Dr. Curley. Dr. Hayden spoke 
as ws: 


This has been cleared with our attorneys. Mr. Two 
represents the Society, and Mr. Hardy Blue Cross. 
have also cleared this with Howard Hazard, who is coun- 
sel for the California Medical Society and who lived 
through all the antitrust fight out in Almeida County. 
He is also counsel for the Blue Shield Commission, and 
a very smart fellow. I cleared it with Mr. Sherman in 
Chicago, who is counsel for the Blue Cross Commission. 
So it has been cleared from a legal standpoint, in case 
anybody asks the question whether it conflicts with the 
antitrust laws. 

e motion was passed unanimously. 


Dr. Kickham moved that a committee be appointed by 
the President to draw up resolutions expressing the appre- 
ciation of the Society to Drs. James C. McCann and _ 
S. Bagnall for their tireless efforts in behalf of the Society 
and Blue Shield. e motion was seconded, and it was so 
— Dr. Allen appointed Drs. Hornor, Kickham and 

urley. 

The Secretary read a report from the Committee on Men- 
tal Health that consisted of a letter addressed to the Gover- 
nor from the Society concerning the resignation of Dr. 
Clifton T. Perkins and the appointment of his successor. 
Dr. Fallon moved approval of the letter. Dr. Curley seconded 
the motion. After some discussion concerning the word- 
ing, an amendment was made to have the letter rewritten 
by Drs. Conlin and Barton. The amendment was seconded, 
and it was so voted. The main motion was then voted. It 
was the sense of the committee that the letter would back 
up the Governor and be helpful to him in making a good 
appointment. 

e Secretary presented the report of the Committee on 
Membership concerning resignation, retirements and re- 
mission of dues. The report was accepted with one minor 
correction. 

The Secretary then informed the committee that s 
had been taken by the Committee on Headquarters to 
tain the property at 22 Fenway, a building now occupied 
by a Massachusetts Institute of Techn fraternity 
and that it included a 10,000-square-foot lot of land behi 
it. He spoke as follows: 


It seems likely that the Committee will be successful 
in closing the deal. The property will cost the Society 
in the neighborhood of $75,000. The Building Fund is 
now above $120,000, but $19,000 is in the form of a note 
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on a loan to the Library and is not available now. About 
$25,000 may be used to make major cha and addi- 
tions to the building, and more money will be necessary 
to draw upon for refinishing and furnishing. Acquisition 
of this property will save us the rent we now pay for 
use of library space ($3,200), and it will give the Library 
more room to expand, if the Library puts on a drive for 
funds. 22 Fenway is a 1— that seems to fill all our 
needs for the foreseeable future, and the land will give 
room for expansion when necessary. If we can pass title 
on the property by June 15, the building might be ready 
for occupancy by the October Council meeting. Since 
most of the available funds of the Building Fund will 
be used for the purchase and major — * move that 
this committee recommend to the Council that $50,000 
of the reserve fund ($250,000) be transferred to the Build- 
ing Fund to be drawn upon as needed for refinishing and 
furnishing the building. 
The motion was seconded and carried unanimously. 


The Secretary said that Dr. Earle M. Chapman had s 
gested to the American Medical Association that the heal 
services in the states and counties and communities should 
be listed and publicized e American Medical Associa- 

answered Dr. Chapman by saying that this was a mat- 
ter known best, and perhaps only, by the communities. 
Dr. Conlin s ted that this was good positive action 
and could best be handled by the district societies throu 
the members of their co-ordinating committees and 
results channeled back to the Society Co-ordinating Com- 
mittee, which is charged with the National Education Cam- 
paign of the American Medical Association. Dr. Conlin 
moved that the information be obtained in this manner. 

motion was seconded. The discussion disclosed that 
this was a large job and would need much exploration by 
the co-ordinating Committee. Dr. Allen called for a vote, 
and the motion was passed. 

e Secretary said that the next business would be the 
consideration of a report of the Committee on Finance that 

to do with a recommendation of the Committee on 
Public Relations concerning an addition to the budget of 
Dr. Conlin’s department and suggested that Dr. Conlin 
be heard before voting on the report. Dr. Allen asked Dr. 
Conlin to proceed.“ 

Dr. Conlin spoke as follows: 


During the war years it was recommended separately 
by three different committees — the Committee on i 
lation, the Committee on Public Relations and the Com- 
mittee on Postgraduate Medical Education — that they 
have a full-time physician furnished to them to augment 

work of each. ere was the problem in postgraduate 
education because of the physicians returning from serv- 
ice. And there was the fact, which many had little real- 
ized, that our public relations, our impact on the mind 
of the community, was not what it should be. Other states 
were greatly expanding their programs, and we were 
apparently lagging behind. 
n the matter of legislation, I need not say too much. 
You know there was a chiropractic bill in 1945 that passed 
the House and the Senate in Massachusetts and 
was vetoed by the Governor. And a bill to prohibit animal 
experimentation came within one vote of passing in the 
Senate. The Committee of Seven very rapidly decided 
that it would be an individual. One of their comments 
was that it would be difficult to define the duty of such 
an individual and that much would depend upon the 
peculiar talents that he brought to the job. 

As of July 1, 1947, I was honored by the Council in 
being designated, on recommendation of the Committee 

Seven, to take over this position. My first reaction 
was that I wanted about two years to bothered by 
nothing outside, that two years would be needed to take 
care of our own internal relations and organizations and 
that there was no sense in attempting to have public 
relations until the house was perfectly in order. 

That meant that every one of our districts would be 
approached, and all their problems would be discussed 
and they would be assisted in bringing up to date their 
own organizations, their own activities in the ficld of 


*At the request of the Executive Committee, a di 


of the remarks 
by Dr. Conlin and the Secretary was given to the Council. 


July 20, 1950 


public relations, that we would make the 4 in- 
vestigations on fees and publicizing the work of the Com- 
mittee on Ethics and Discipline, the so-called grievance 
committee. It is apparent to everyone, I think, that if 
a public-relations program is regarded as a whitewash- 
ing or a propaganda job, such an — is very gravely 
in error. There is no advantage whatsoever in attempt- 
* take a program to the public to try to make the 
= think you are something that you are not. Need- 

to say, we did not get those two years. We started 
very promptly with organizing the Woman’s Auxiliary 
to the Society, which I still regard as one of our major 
ventures. It is well —— in 14 districts, with some 
approved, a ink will very s organize. ng- 
field came in within a matter of — 4 The hed ¢ over 
200 women at a luncheon there the other day. And I 
think it is an extremely good thing. 

We have established effective liaison with every one 
of our allied professional groups — biology teachers, den- 
tists, pharmacists, nurses, chiropodists and optometrists; 
it is a long story to tell what the steps were, at what meet- 
ings we have appeared and what we have done. Inter- 
professional committees have been set up by the Presi- 
dent in response to a demand that was frankly stimu- 
lated, a joint committee to meet the pharmacists — Dr. 
Frank N. Allan’s report is on the agenda today. 

There will shortly be another committee created to 
meet with the Massachusetts Funeral Directors, who are 
anxious to assist us with the work of obtaining autopsies. 
We have furnished almost innumerable organizations 
with speakers and assisted in making up programs. There 
is coming up, during the week of May I, the annual meet- 
ing of the — Dental Society, and on Thurs- 
day afternoon there will be a joint meeting of the medical 
and dental professions, with ——— of both professions 
being jointly discussed. We have met with almost every 
cat of the public. I think we can sum that all u 
by saying we were the first state to have a state-wide 
health conference sponso and under the auspices of 
the Society, for which we appropriated $500 as a starter, 
and that has produced incalculable good results in bring- 
ing consumers and producers of medical care together. 

e contacts that were made there and the programs 
for improving health in Massachusetts for the next five 
years have set definitely attainable goals. I think it is 
safe to say that in the first year between 25 and 50 per 
cent of the five-year program is either under way or real- 
ized. We have in the entire field of legislation, I think, 
handled every chance that was offered to us. There has 
been no adverse legislation passed. We have .r 
rp te legislation — the local health units bill and 
a deal more in Massachusetts. That is a time-con- 
suming thing; it becomes one of the major projects of the 
Society. Some 2700 bills have to be screened, and in a 
detailed study, 300 of them are segregated as pertain- 
* medical practice indirectly or directly, and of the 

, about 10 per cent, or some 30, require some very 
close and careful study and attendance at all the hear- 
ings and so forth. We have improved relations tremen- 
dously with the allied health groups, so that there is an 
exchange of information. eir executive secretaries 
and their officers have given us fine co-operation. Various 
public groups have responded very well, once they found 
re that apart from talking we were really anxious to do 
things. 

Various service groups have afforded hospitality to our 
speakers and have heard the message medicine 
in one way or another. This afternoon, at Boston Teachers 
College, the health educator of every school in the Boston 
area will be present, as well as a school administrative 
official, to be told a story on the part of the health edu- 
cation program that, in the announcing letter, is under 
the joint auspices of the Massachusetts Medical Society. 

e Boston Tuberculosis Survey was not properly, I 
daresay, a problem of the Society, but we early co-operated 
with them because of the tremendous importance of get- 
ting 500,000 people in the metropolitan area with a no- 
toriously high tuberculosis rate — it is beside the point 
that I was the general chairman of that, but at least it 
called for a lot of time and a lot of effort, and it was an 
effort well worth while; 550,000 people above the age of 
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fifteen were given x-ray examinations in a sixteen-week 


We found that in a highly industrialized state we did 
not have an adequate industrial medical program and 
the people who were charged with that function have 
been transfused, and we have conducted several meet- 
ings on a statewide basis, with still another coming up. 
More and more physicians who do part-time industri 
medicine realize now their responsibilities and are being 
iven assistance in carrying those things out, and it has 
efinitely had an effect on both labor and management, 
which certainly represents ideas translated over into action. 
The same situation exists in school health, children 
being educated to health and in many instances being 
given ve 14 physical examinations; a section 
on bee Le has been set up within the Society, and 
that program is under way. islation is on the verge 
of being enacted that will permit better examinations at 
less frequent intervals and so forth, through a very lengthy 


In talking at the colleges it is extremely important 
to get the point of view of good medicine before students. 
We have — at Amherst; we have been at Harv 
University; we have been to Boston College; we have 
been to practically every department of Boston Uni- 
versity, including the schools of Divinity, Liberal Arts 
and so forth. Every group of medical students in the 
School of Public Health has been talked to each year, 
and in recent years on the matter of organized medi- 
cine, its objectives, its goal and where doctors fit into 

e community. e have stimulated an intense desire 
on the part of medical students to have some organiza- 
tion, particularly here in Massachusetts, and also on a 
countrywide basis, that will get them away from the left- 
wing association of interns and medical students. 

e have been doing business thus far with a hammer 
and a saw. The Committee on Public Relations recom- 
mended that I have a part-time assistant something 
Over a year ago, and that was of tremendous help a couple 
of hours a day. But it has proved, under stress of cur- 
rent commitments, entirely inadequate. We have been 
handicapped from the point of the budget. If it was a 
matter of delivering a box of pamphlets or something, 
rather than sending them through the mail, or by Rai 
way Express, ause we could not afford it, ause 

were not enough funds available, we had to get 
a door-to-door truckman to come in and pick them up 
and probably spend more time on the arrangements 
because we had time and did not have funds to get the 


delivered. 

e have had the problem of book space and reprint 
space. We have had book transfer cases because they 
happened to come at 80 cents a box and we have stacked 
them one on top of the other, instead of building book- 
cases, because that was too expensive. Press releases 
have been hampered. They have not been sent out nearly 
as frequently as they should have been. We have not 
scratched the surface of telling our story, publicizing 
the work of the various committees and telling people 
what we have been doing. 

We have communicated with the newspapers and radio 
stations. We are on relatively friendly basis with them, 
but that has got to perfected on a statewide basis. 
We have gt to meet every feature writer on every news- 
paper and every radio station manager, and establish 
definite liaison with them — all that and much more. 
And it calls for more money. And it calls, secondly, for 
personnel. A person is my immediate request. He is 
going to cost $4500 a year. 

me of you may have read in Medical Economics re- 
cently a survey of public relations through the various 
states. It was said that there should be a field secretary 
for every 1000 4 in Massachusetts. That would 
be about 5 or 6 lay people actually out in the districts, 
meeting with groups, talking with them and handling 
press and radio and other relations. 
In Massachusetts there are 6750 physicians whose net 
income, according to most recent information, is $8600 

r year, a corporation something of the order of $60,000- 

„And the public-relations 8 7 $60,000,000 
corporations are quite a staggering thing. I am not say- 
ing that that has to be — — but we have certainly 
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to start thinking the kind of thoughts that go with 
bie business if our business is going to be good and is going 
to be properly represented. 

It cannot one without better office — 1 We 
need a news letter. One of our greatest problems now is 
keeping our people informed of what is actually going on 
at the moment. The mailing can run up to $400 and 
possibly even $500, and if one talks about six or eight 
issues a year, one is talking about rather a sizable ex- 
pense. ings we regard as a rather small expense — 
such as clipping services from newspapers — can run as 
high as $40 or $50 in the course of a month. In addition, 
there are subscriptions to journals, membership in the 
Better Business Bureau, a $500 appropriation to 
Woman’s Auxiliary on a state basis, contributions to the 
National Society for Medical Research, which is carry- 
ing a good share of our responsibility for us on animal 
experimentation. 

repeat that what we have done so far has been quite 
largely accomplished with persons and quite largely with 
the hammer-and-saw technic. The Co-ordinating Com- 
mittee has set aside for this year a budget of $500. And 
if we are talking about five years ahead and ten years 
ahead, and twenty-five years ahead from the point of 
view of Society Headquarters, and other phases of our 
program, one thing that should not be overlooked is 
the portion of our activities charged with maintaining 
the freedom of the profession one year from now and three 
years from now. It is that simple. And we are not going 
to tell that kind of story with a budget of $500. We were 
able over three days to get in touch with the Farm Bureau 
Federation, the American Legion, the Veterans of Foreign 
Wars, the Federation of Women’s Clubs, the Bar Asso- 
ciation and a lot of other people, and we were able to 
charge the American Medical Association Campaign 
out in Chicago with a good deal of the expense of print- 
ing and mailing, but we still are leaning too much 
on 1 * effort and we have not got the tools to do our 
own job. 

Therefore, there comes a request for specific help in 
the —_ of personnel and the money to put the personnel 
to work. 


Dr. Gallupe then spoke as follows: 

In preparation for what Dr. Buck has to say, and in 
consideration of what has come about concerning addi- 
tional sums of money for the Department of Public Rela- 
tions, I want to give you the results of a survey that I 
made. As a result of that questionnaire, I found that 18 
out of 38 state medical societies have grievance com- 
mittees, and are contemplating having them. And 16 
out of the 18 publicize the fact that they have them. 
They tell the prople in the state or the district that they 
have them and what they are for. Only 2 do not pub- 
licize the fact, but 4 out of the 7 that contemplate hav- 
ing grievance committees, contemplate also oe 
the fact. So that the recommendation of the House 
Delegates has some effect. Immediately, state and dis- 
trict societies began to think about it. 

en I asked how much the annual dues were; the 
average dues were $32 per year, and ours are still $7 under 
the average. And that average is brought down a bit 
by states like Mississippi, where the dues are only $5. 
In Arizona, the dues are $50; in California they are $45; 
in Colorado they are $50; in the District of Columbia 
they are $40; in Florida they are $40; in Indiana they 
are $35; in Iowa they are $50; in New Hampshire they 
are $40; practically every cent of it for public relations — 
they had dues of $10 before. 

In New Mexico the dues are $30; in North Carolina, 
$40; in North Dakota, $50; in Rhode Island, $40; in 
Utah, $50; in Vermont, $35; and in Wisconsin, $50. We 
have very little money out of your $25 to use for running 
expenses of the Society. Right off we pay $5 out to the 
Library, leaving $20. This year it is $3 out for the Journal, 
leaving $17, and we hope to make it more than $3 next 
year. But the Benevolent Fund is $1.50 out, bringing 
it down to $15.50; $8000 back to the district societies 
accounts for another $1.25, bringing it down to 514.25. 
So, instead of $25 for running expenses, we have only 
$14.25; out of all these high dues, most of the money 


goes for public-relations efforts, and about the same 
ratio, perhaps, for running expenses. 

But we have to know those figures and think about 
what the rest of the country is doing before we can tackle 
a problem such as Dr. Conlin’s and the reason why his 
department needs some more money. 

In every state that has a journal, the dues | have men- 
tioned include the journal. But probably there is no state 
journal in the country that is as expensive to put out as 
ours is. And there certainly is no journal as good. Some 
of the state dues are quite high compared to ours, but 
over and above that, the individual doctor is taxed a lot 
more, because, as you know, Massachusetts is one of 
the very few states where the business of the society is 
done by the state society. In most states, the districts 
collect dues in addition to the dues they pay the state 
society, and the district does all the ous of the society. 
Most district societies are rather autonomous. The Al- 
meida County Medicai Society, however, is perhaps far 
more important than the California State Medical So- 
ciety, for it runs its own business and its own program, 
raises its own money and expends it. Now, in addition 
to all these dues, practically every county society in the 
country except those in Massachusetts has its own dues. 
The district-society dues in California run as high as $100, 
in addition to the $45 for state-society dues. 

In this state, of course, district-society dues are very 
small. In fact, a great many of the districts have no dues 
at all. Worcester, I think, is high with $15; that is the 
high point, but in other states that would be considered 
low. Michigan, which is one outstanding example, has 
raised by assessment, over and above state-society dues, 
in two years for public relations $400,000. Now, think 
about it when you consider the Building Fund, the Reserve 
Fund, and the dues. 


Dr. Buck presented the following report of the Committee 
on Finance to the Executive Committee: 


The Committee on Finance met on April 5 to consider 
the matter of increasing the appropriation to be allocated 
in 1950 to the Director of Medical Information and 
Education. It is the opinion of our committee, as re- 
iterated in our annual budget report, that a conservative 
policy is to be — in respect to increasing the 
expenditures of the Society, and we are not in favor of 
permanently rearranging our financial structure in re- 
sponse to the plea that an emergency exists. In the realiza- 
tion, however, that there is at present a real emergency 
requiring some sacrifices on the part of all of us who be- 
lieve that there are better ways of improving the public 
health than by Government prepayment of medical care, 
the Committee has voted . avorably, 1 opposed) to 
recommend the following: 


That the Council rescind its action of February 1 
allocating in the annual budget the sum of to 
be refunded to the district societies. 

That the amount to be refunded to the district so- 
cieties in 1950 be nothing. 

That the $8000 that would have been refunded to 
the district societies be added to the appropriation already 
voted for the expenses of the Director of Medical In- 
formation and Education, making the appropriation 
$13,000 instead of $5000 as provided in the budget. 


The Committee voted against the adoption of the 
recommendation B in the report of the Committee on 
Public Relations that all annual surplus monies be di- 
verted from the Building F und to the budget of the Direc- 
tor of Medical Information and Education. 

e return to the district societies was an appropria- 
tion that was made at the recommendation of the Com- 
mittee on Finance. That, of course, is just a guess and 
not binding. The actual amount, according to our by- 
laws, is to be determined after the close of the financial 
year, between the Committee on Finance and the Treas- 
urer, provided there is a surplus left over to divide up. 
If there is no such surplus, there is nothing to divide up, 
but we tentatively set a figure in the budget and that 
was $8000. And that is what the Council agreed to a 
propriate. Now that $8000 has been appropriated, it 
cannot be used for any other purpose. Having rescinded 
our vote, we still have that money apparently floating 
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in air. So that the second recommendation is that the 
amount to be refunded to the district societies in 1950 
be nothing. 

The third recommendation, which takes care of the 

hanging in the air, is that the $8000 that would 
have been refunded to the district societies be added to 
the appropriation already voted for the expenses of the 
Director of Medical Information and Education, mak- 
ing the appropriation $13,000 instead of $50CO as pro- 
vided in the budget. ose three recommendations are 
necessary to make the $8000 available. 


Dr. John Curley made a motion that all the recommen- 
dations of the Committee on Finance be approved. The 
motion was seconded. Dr. Kelly said that Suffolk coun- 
cilors suggested that the money might be borrowed from 
the Reserve Fund. It was also suggested that a special 
assessment should be levied. Opinions were expressed 
against loans and assessments. Dr. Allen asked for a vote, 
and the motion was passed unanimously. 

Dr. Allen presented the report of the Committce on Public 
Relations as printed. Dr. Fallon moved approval of the 
first recommendation. Dr. Curley seconded the motion. 
Dr. Hornor moved an amendment to the effect that Dr. 
Buck's second recommendation be substituted. The motion 
as amended was seconded, and it was so voted. It was moved 
and seconded and so voted to accept the report as amended. 

The reports of the Committee on Tax-Supported Medical 
Care, the Committee on Legislation and the Subcommittee 
on National Legislation were accepted without discussion. 

Dr. Allen presented the report of the Committee on Pub- 
lications. It was moved and seconded to accept the —_ 
as printed. Dr. Garland pointed out that although there 
appeared to be a net loss of $15,000 in 1949, this was not 
a true case; the cost per subscription in 1949 was $5.97; 
it cost the Journal about $5000 to publish the list of appli- 
cants and the proceedings of the Council; retired and non- 
resident members get the Journal free; cost of production 
has gone from $240,000 in 1947 to $292,800 in 1949: 4600 
medical students receive the Journal for $2.00 under the 
cost. Dr. Allen asked for a vote on the motion, and it was 


p 

Dr. Allen presented the report of the Committee on Ethics 
and Discipline. It was moved and seconded to approve 
the report with all its recommendations. Dr. Fallon said 
Worcester district had already voted to have a grievance 
committee. The Secretary said it was the opinion of the 
Committee on Ethics rons | Discipline that it would be un- 
wise to have district grievance committees. Dr. Curley 
suggested that the complaints about fees might well be 
cared for by the professional service committees urder Blue 
Shield. Dr. Hayden said that these committees cculd be 
used to funnel information to the Committee on Ethics 
and Discipline and that people should know that there is a 
local committee to whom they could go. Dr. Allen asked 
for a vote on the motion, and it was passed. Dr. Curley 
then moved that each district society have a professional 
service committee to handle complaints about fees whether 
Blue Shield or not. The motion was seconded. Dr. Merriam 
said this would be a big job in a large district. Dr. Curley 
moved that the motion be amended so that each large com- 
munity would be represented. The motion was seconded, 
and it was so voted. The original motion as amended was 
passed. It was moved and seconded to accept the report 
as a whole, and so voted. 

The President presented the report of the Committee on 
Medical Education. A motion was made to approve it with 
its recommendations. The motion was seconded and carried. 

The Secretary presented the report of the Committee on 
Membership with its recommendations. The report was 
approved as a whole without discussion. 

e President presented the reports of the Committee on 
Public Health and the Committee on Pilot Clinics, which 
were approved. 

The Secretary presented the report of the Committee on 
Finance as printed in the Circular of Advance Information 
and moved its acceptance with the recommendations con- 
cerning additions to the budget. Dr. Kelly moved approval 

the report as a whole. e motion was seconded, and it 
was so voted. 

The report of the committees on Industrial Health and 
Benevolence were approved without discussion. 
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The President presented the of the Committee on 
Council Rules and By-laws with its recommendations. Dr. 
Curley moved acceptance. The motion was seconded. Dr. 
Hayden made a motion to amend by striking out the word 
“medical” preceding “director” in the second amendment 
recommended. The motion was seconded and carried. The 
original motion as amended was so voted. 

The reports of the committees on Cancer, Hospital and 
Professional Relations, Maternal Welfare and Postgraduate 
Medical Education were all approved without discussion. 

Dr. Soutter presented the report of the Committees on 
Red Cross Blood Bank and Regional Blood Center. He 
asked that the two committees be joined in one name since 
they met together. It was moved and seconded that the 
committee name be changed to the Committee for Super- 
vision of the Red Cross Blood Program. The motion was 
carried. Dr. Soutter explained the reasons for the first 
recommendation, regarding withholding approval of the 
American Association of Blood Banks as follows: 


The American Association of Blood Banks was founded 
in Texas in 1947 to fight the Red Cross Program. It 
made money on the collection and distribution of blood, 
and some of its representatives were on a commission 
basis. It had tried to persuade the House of Delegates 
of the American Medical Association to disapprove the 
Red Cross blood program. Under pressure from the 
American Association of Blood Banks, the State Medical 
Association of Texas had voted to allow no national 
agency to handle collection of blood in Texas. The Mas- 
sachusetts Medical Society is asked to pass a similar 
resolution. Such a move would be bad for the Common- 
wealth, where, since March, 1948, the Red Cross has 
distributed 47,000 pints of blood, 10,000 pints for research 
on blood substitutes, 10,000 double units of surplus plasma 
and 62,000 vials of gamma globulin. Loss of this service 
to a money-making organization could create an un- 
favorable impression on the public. 


Dr. Soutter, in answer to questions, explained that the 
Red Cross did not desire to exclude other worthy * 
i s desired 


but that the American Association of Blood Ban 

to exclude the Red Cross. It was then moved, seconded and 
voted to approve the recommendation and the report as a 
whole. Dr. Soutter agreed to furnish the delegates with a 
concise statement for use at San Francisco. 

e President presented the report of the Committee on 
Diabetes, which was approved without discussion. 

The President presented the report of the Committee on 
Fees with its recommendations. e report as a whole was 
approved without discussion. Dr. C. J. E. Kickham said 

e councilors of Norfolk wanted the Committee on Fees 
to continue. Dr. Allen agreed. 

e reports of the Treasurer, the Committee on Redis- 
tricting, and the Committee to Meet with the Massachusetts 
State Pharmaceutical Association were approved as printed 
and without discussion. 

The meeting adjourned at 5:10 p.m. 


H. Quimspy Secretary 


APPENDIX NO. 3 


Letrer ConcerninG ApPpoINTMENT OF COMMISSIONER OF 


ENTAL HEALTH 
May 31, 1950 
Governor Paul A. Dever 
State House 
Boston, Massachusetts 


Your Excellency: 

The fellows of the Massachusetts Medical Society note 
with regret the resignation of Dr. Clifton T. Perkins as 
Commissioner of the Department of Mental Health. Be- 
cause of the great importance of mental health to the phy- 
sicians and ple of this Commonwealth, we are most in- 
terested in the appointment of a suitable successor. 


“The Commissioner of the Department of Mental 
Health is charged with the responsibility for all matters 
affecting the mental health of the citizens of the Common- 
wealth. The development and enactment of that program 
is of the greatest importance to the health needs of all. 
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We know, therefore, that you will make every effort to 
find the psychiatrist, who, by his training and his ex- 
perience, is best qualified to take charge of this very im- 
8 and responsible position, to be the successor to 

Perkins. 

Dr. Clifton T. Perkins has ably filled his position and 
has done much to raise the standards of psychiatric care 
in Massachusetts. He has shown great interest in treat- 
ment and research and in the development of better train- 
ing programs for nurses and for physicians. We believe 
it is important that the program of improvement of state 
hospitals he initiated, be continued. 

As you know, the Department of Mental Health, under 
the leadership of the Commissioner, is responsible for the 
management of state hospitals. It is, therefore, important 
that the high quality of medical care, practiced in the 
Massachusetts state hospitals for many years, be pre- 
served and that the program of therapy be advanced in 
the ahead. 

Medical education in this State, insofar as mental health 
and mental disorders are concerned, is carried out in large 
part in our State mental hospitals. Our young physicians 
must be properly trained in hospitals that reflect good 
medical practice if the lives and happiness of our citizens 
are to be adequately safeguarded. 

Research activities under the sponsorship of the Depart- 
ment of Mental Health have great importance also, for 
out of the answered questions come better ways of treat- 
ing the sick and of shortening the period of misfortune. 

assachusetts has had a model law in Chapter 123 
and in Chapter 19 of the General Laws. Section 1 of 
Chapter 19 establishes the qualifications for a Com- 
missioner. This is an excellent law and should do much 
to ensure the proper care and treatment of the mentally 
ill. It is particularly important that the provisions this 
law makes for extending to the psychiatrist, who is to 
serve as Commissioner, the facilities, freedom of action 
and position, which are so essential for successful imple- 
mentation of his plans, be preserved. 

e Massachusetts Medical Society knows that every 
action will be taken to secure a Commissioner for the 
Department of Mental Health who meets the qualifica- 
tions established by law and who will possess the vision 
and experience to be able to carry out the ram of men- 
tal health to an even more complete realization than has 
been possible to date.” 

Sincerely yours, 
LxIANxD S. McKittrick, XI. D., President 


H. Quimpy Gatiure, XI. D., Secretary 


APPENDIX NO. 4 


Report or THe ComMitTree ON Pustic RELATIONS 


A meeting of the Committee was held at the Harvard 
Club of Boston at 6:00 ot March 1, 1950. President Arthur 
W. Allen was in the chair. There were present 13 of the 18 
representatives of the district societies. Dr. Leland 8. 
McKittrick, president-elect of the Massachusetts Medical 

iety, Dr. Quimby Gallupe, secretary, Dr. Eliot Hu 
bard, treasurer, and Dr. John F. Conlin, Director of Medical 
Information and Education, were also present. 

Dr. Gallupe informed the Committee of the recent meet- 
ing of the Committee of fifty-three of the American Medical 
Association, stating that he was very much impressed with 
the work that Whitaker and Baxter were doing with refer- 
ence to the educational program of the Association. There 
were, however, two very important criticisms of the medical 
profession still remaining — namely, that at times phy- 
sicians’ fees are excessive and that there is as yet no fixed 
plan on the part of physicians to provide medical care for 
nights, holidays and week ends. 

r. Gallupe further called the attention of the Committee 
members to the recent report of Charles S. Nelson, execu- 
tive secretary of the Ohio State Medical Society, of interest- 
ing facts concerning the last national election. In Summit 
County, one of Ohio’s industrial areas, including the city of 
Akron, the county board of elections disclosed the follow- 
ing information: 


= 
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18% of the physicians of the county did not vote in the 
1948 election — 1375 of them were not even registered and 
therefore not eligible to vote. 

22% of the wives of physicians did not vote — 16°% of 
them were not 

10% of the members of the Rotary Club did not vote — 
3% were not registered. 

The tally on Kiwanis Club members was about the same. 
18% of the druggists did not vote — 15° were not regis- 


tered. 
oon of the teachers did not vote — 6% were not regis- 
te 


32% of the bank employees, including executives, did 
not vote — 26% were not registered. 
3% of the ministers did not vote — 26% were not 


registered. 
34% — the retail grocers did not vote — 20% were not 
registered. 

21% of the members of the Chamber of Commerce did 
not vote — 15% were not registered. 


Mr. Nelson concluded: 


Elections are still won by votes, strange as that may 
seem to some people. g 

And, the politician still has a warm spot in his heart 
for groups which vote and produce votes. If you doubt 
that, just ask one. 


Dr. Gallupe further discussed the questior of the budget 
of the Society, emphasizing the fact that Massachusetts spent 
only about $5000 excluding the salary paid Dr. Conlin on 
public-relations work. Some states such as Michigan — 
as much as $400,000 with reference to public relations alone 
He emphasized the work done by Dr. Conlin as Director of 
Medical Information and Education, the importance of the 
work, the greatly increased amount of work in prospect and 
consequently the need of a larger budget to carry on the long- 
range program that must be executed in the future. 

r. Conlin further elaborated on the future program of 
his office with reference to legislation, health, public rela- 
tions, speaking programs, press and radio work and so forth. 

many are the demands made upon his time that he found 
it impossible to keep his many outside appointments and still 
maintain an efficient office. erefore, it was necessary that 

have some assistance if his future program was to be 


on. 

President Allen informed the Committee that more as- 
sistance for Dr. Conlin meant an increase in his budget. To 
increase this budget would mean either increased dues, a 
special assessment, or some other method of meeting this 
financial demand. 

Dr. Eliot Hubbard, treasurer, then discussed with the mem- 
bers of the Committee the present financial status of the 
Society, | that the surplus for 1949 was somewhere in 
the vicinity of $14, is sum by vote of the Council 
must be added to the Building Fund. The surplus for 1950, 
which at the present time was calculated to be about $4000, 
must also be added to the Building Fund. 

Dr. Nicholas S. Scarcello, Worcester District, called the 
Committee’s attention to the fact that the Society reim- 
bursed each district with a certain percentage of the dues 
8 by the respective members before March 1 of each year. 

is amounted to somewhat over $1 per member, or ap- 
2 $8000 for the year 1950, according to Dr. 

ubbard. 

As a result of all this discussion with reference to the in- 
creased work of Dr. Conlin’s office, the necessary increase in 
the budget alloted to him and the co vent necessity of 
finding finances to cover this increased budget, the following 
resolutions to be submitted to the Council were unanimously 
approved by the members of the Public Relations Committee. 


That all monies which are being used to reimburse the 
District Societies be diverted to the budget of the Direc- 
tor of Medical Information and Education. 

at all annua! surplus monies be diverted from the 
Building Fund to the budget of the Director of Medical 
Information and Education.* 


There was some discussion by the members of the Com- 
mittee with reference to the creation of a War Memorial 


*This recommendation was not approved by the Council. 
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Fund for the purpose of educating the children of the fellows 
of the Massachusetts Medical Society killed in World War II. 
There were reported 21 fellows who died in this war. 

President Allen appointed a subcommittee consisting of: 
Dr. Nicholas S. Scarcello, Worcester District, Dr. Ralph 
H. Wells, Middlesex South District, and Dr. Samuel A. 
Dibbins, Middlesex North District. 

This Committee was to study this question and submit a 
report to the Committee on Public Relations. 

The Committee awarded the Massachusetts Medical 
Society Citation for Outstanding Contributions in Medical 
Progress” to Mr. Thomas Costello, president of the Lowell 
Sun Publishing Company. Under Mr. Costello’s direction 
there were published in the Lowell Sun between January 16, 

„and October 17, 1949, at least 18 stirring editorials 
appropriately accentuated with cartoons, against socialized 
medicine. Again, during the months in which the Nolen- 
Miles Bill on vivisection was before the Massachusetts is- 
lature, Mr. tello was instrumental in presenting in his 
newspaper the profession’s point of view concerning vivi- 
section. 

There was some discussion about the American Medical 
Association program of establishing grievance committees 
in the various district societies. It was the general con- 
sensus of the members the Committee that the Com- 
mittee on Ethics and Discipline, as it has been established 
by the Massachusetts Medical Society, serves satisfactorily 
as a grievance committee for the entire state. It was the 
opinion of the members that an ethical publicization of the 
existence of this committee might be a good I 
project inasmuch as it informs the public that there is in 
existence such a committee to which it may address its 
complaints. 

e question of the American Medical Association dues 
of $25.00 was discussed by the members of the Committee, 
particularly whether or not it was desirable that members 
of the iety be members of the American Medical Asso- 
ciation to maintain their membership in the Society. No 
action was after this discussion. 

The meeting adjourned at 10:30 p.m. 


Harotv R. M.D., Secretary 


APPENDIX NO. 5 


Report or THE ComMMITTEE ON Tax-SuPPORTED 
Mepicat Care 


This report is informational. 

The Committee on Tax-Supported Medical Care has not 
yet received the information that it desires from the district 
medical societies and hopes to have this information before 
the October meeting of the Council, when it will make a 
report on the problems submitted to the Committee. 

Wituam W. Basson, M.D. 

Donatp Hicut, M.D. 

Francis P. McCartny, M.D. 
Apert A. Hornor, XI. D., Chairman 


APPENDIX NO. 6 


Report or THe ComMiTTeEE ON LEGISLATION 


This report is informational. 

At the time of writing, there are no major legislative 
problems confronting the Committee in the field of state 
medical legislation. 

In the national field, however, the situation is more com- 
plex. These bills are being reported separately by the Sub- 
committee on National Legislation. 

With the opening of the 1950 session of the Massachusetts 
Legislature in January, the Committee screened bills 
having some bearing on medicine. Of these, approximately 
50 were found to be of major interest and importance from 
a medical standpoint. 

e antivivisection bills were again turned over to Dr. 
Conlin, and at the time of this writing, all have been defeated. 

inions from members of various committees within 
the Society were solicited on bills relating to specialties or 
subspecialties. These opinions were most graciously given 
and proved invaluable to the Committee. 


— — — 
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H.R. 688, a resolution to memorialize Congress to oppose 
compulsory health insurance, received a favorable com- 
mittee vote and successfully passed both houses. Commen- 
dation should made to the Woman’s Auxiliary for the 
effective and successful efforts in obtaining the passage of 
this resolution. 

The chiropractor bill is now before the House, but the Com- 
mittee has reason to believe that the General Court will 
accept the Committee’s report and act unfavorably. 

There are a number of bills still in committees, on which 
action will probably have been taken by the time the Coun- 
cil meets. A supplementary report will be made at that 
time. 

Joun B. Butts, XI. D., Chairman 


APPENDIX NO. 7 


Report or THE SUBCOMMITTEE ON NATIONAL LEGISLATION 


This report is informational. 

Since its last previous report to the Council, the Subcom- 
mittee on National Legislation has exp to Senators 
Lodge and Saltonstall its attitude regarding certain aspects 
of HR. 6000, which has been under consideration by the 
Senate Committee on Finance for some time. The same 
material was also sent to the Chairman of the Committee on 


Finance, Senator John McClellan. The letter is as follows: 


January 24, 1950 


Senator Henry Cabot Lodge 
Senate Office Building 
Washington, D. C. 


Dear Senator Lodge: 

The medical aspects of H.R. 6000 as contained in the 
attached summary were examined by the Committee on 
Medical Economics, the Executive Committee of the Com- 
mittee on Legislation and the Subcommittee on National 

islation of The Massachusetts Medical Society and the 
following action taken: 


1. Approved. 

2. Approved. 

3. Approved. 

4. Disapproved. In certain instances blindness can 
only be determined through a complete examination 
and evaluation of the patient as a whole. Therefore, the 
Committees feel that examination to determine blindness 
should be made only by physicians skilled in the diseases 
of the eye. 

5. Disapproved. The Committees are in agreement 
with the views on manent total disability insurance 
expressed by the Minority on Pages 164 through 166 of 
House Report No. 1300, Slst Congress, First Session. 
They also are in agreement with the views expressed in 
“Memorandum of Dissent by Two Members of the Ad- 
visory Council on Social Security to the Senate Committee 
on Finance,” beginning on Page 184 of House Report 
No. 1300. 

Respectfully, 
Cuartes G. Hayven, M.D., Chairman 
Subcommittee on National Legislation 


Summary or Mepicat Aspects or H. R. 6000 


There is before the Congress H.R. 6000, the stated 
objectives of which are: To extend and improve the 
Federal Old-Age and Survivors’ Insurance System, 
to amend the public assistance and child welfare provi- 
sions of the Social Security Act, and for other purposes.” 

This bill introduces into the Federal Social Security 
program several concepts that have a direct bearing 
upon medical care. These are: 


1. Federal funds under old-age assistance may 
be used to match payments directly to medical prac- 
titioners and other suppliers of medical services in 
behalf of needy aged persons, which, when add 
to any money paid to the recipient, does not exceed 
a monthly amount of $50. Under the existing law, 
the federal Government does not participate in the 
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cost of medical care for recipients unless payment 
for such care is made directly to the recipient. 

2. The federal Government would share in the cost 
of — — to old-age assistance recipients living 
in public medical institutions other than those for 
mental disease and tuberculosis. Under existing 
law, the federal Government participates in the cost 
of assistance payments to persons residing in private, 
but not in public institutions. 

3. It would provide as a requirement for a state 
plan that, if the public assistance programs in a state 
include assistance to persons in public or private 
institutions, the state plan must also provide for 
the establishment or designation of a state authority 
or authorities responsible for establishing and main- 
taining standards for such institutions. 


4. It would provide as a requirement for a state 
plan that, in determining whether a person is bli 
there shall be an examination by a physician skill 
in the diseases of the eye or by an optometrist. Exist- 
ing = does not indicate how blindness is to be deter- 
mined. 


5. It would provide for a system of permanent 
and total disability insurance to cover all persons in- 
cluded under old-age and survivors’ insurance as well as 
those entitled to benefits under public assistance. 

Assistance payments would be available only to 
those needy disabled who either cannot qualify for 
insurance payments or who need supplementary aid. 

Insurance 1 would be available only to 
those covered wage earners and self-employed per- 
sons who have been regular and recent members of 
the labor force and who can no longer continue gain- 
ful work. 

An insured worker, to qualify for permanent and 
total disability benefits, must be stricken with an 
illness, injury or other physical or mental impair- 
ment that makes it impossible for him to continue 
any substantial gainful activity. It would not be 
sufficient that he be disabled only for his customary 
work; he must be disabled for all types of work, 
and the impairment must be permanent. An in- 
sured worker would also be disabled, by definitio 
if he is blind within the meaning of the term as 
in the bill. 

Benefits would be paid to qualified disabled workers 
for the month following an initial waiting period of 
six consecutive calendar months of total disability. . 

Benefits for dependents of disabled beneficiaries 
would not be provided because of the added costs to 
the program. 

A limited number of professional people would be 
required on the staff of the Bureau of Old-Age and 
Survivors’ Insurance to make determinations of 
disability. 

Eimer S. BAdNALL, M.D. 

Davin L. Betpine, M.D. 

Viavo A. Grrrixd, M.D. 

Avucustus Tuornpike, M.D. 

Wituiam H. Sweet, MI 

G. Hayven, M.D., Chairman 


APPENDIX NO. 8 


Report or THe ComMitTree ON PUBLICATIONS 


This report is informational. 

In presenting this report on the New England Journal of 
Medicine for the year 1949, we should like to quote a portion 
of the report of the Editor to the Committee: 


During the year 1949 there has been a continued aware- 
ness of the twofold function that the Journal serves: 
as the official organ of the Massachusetts Medical Society 
and as a scientific and literary journal of international 
prominence. 

In serving the first function a special effort has been 
made to bring to the attention of the fellows matters of 
importance to the Society, using both the Massachusetts 
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Medical Society section and the editorial columns. (In 
this connection the Editor has attended many com- 
mittee meetings in order to keep himself as fully informed 
as ible of the business of the Society.) 

n serving the second function the concern of the staff 
has been to maintain a high grade of quality of original 
articles, of reports of progress and of editorials. The Case 
Records of the Massachusetts General Hospital speak for 
themselves; they are of uniformly high caliber and con- 
stitute one of the important features of the Journal. Re- 

of medical progress are carefully planned a year or 
more ahead of publication, in consultation with the Edi- 
torial Board. A series of articles on fifty years of progress 
in various lines is underway for 1951. is will consist 
of two divisions; one on medicine as a science, and the 
other on medicine as a social instrument. 

The number of editorials was increased two years ago to 
three and frequently four per issue. 

In controversial matters the Journal commonly has 
supported the Massachusetts Medical Society and the 
American Medical Association without sacrificing editorial 
independence. Its pages have been open to the temperate 
presentation of both sides of any question. The Journal 
repeatedly has been commended for publishing both sides 
of controversies. 

For a year and a half the Journal has been releasing 
to the Boston press and the wire services, as of the day 
of or the day following publication, abstracts of original 
articles and proofs of editorials that seem to be of public 
interest. These have been widely used. In this way, not 
only are public relations served and a small contribution 
made to the medical education of the public, but a greater 
degree of accuracy in the interpretation of papers is assured. 


In 1949, 476 manuscripts were received by the Journal, 
of which 223, or 47 per cent, were accepted. In 1948, 352 
manuscripts were received, of which 170, or 48 per cent, 
were accepted. Manuscripts are considered with a view to 
serving particularly general practitioners and medical stu- 
dents, who constitute the predominating groups among 

subscribers. The papers chosen, therefore, cover a 
wide range of subjects and are selected as far as possible for 
their practical usefulness. Because of the Journal's wide 
distribution and the relatively short delay between the ac- 
ceptance of a paper and its publication, there is among 
these each year a number of papers reporting the results 
of more or less important original work. The papers are all 
reyiewed by the Editor and one or more readers, and finally 
discussed by the full Editorial Board before acceptance or 
rejection. Our Journal is greatly indebted to these men for 
the conscientious and faithful manner in which they accept 
these responsibilities and attend the monthly meetings. 

e care with which the articles are scrutinized may be 
appreciated when one considers that the entire text is edited 
and all references corroborated by Mr. O'Leary, then read 
again by the Editor, and given a final check by Miss Davies. 
Proofs are read by Miss Davies, Mr. O’Leary and the author 
and are revised, checked and reread before the forms are 
closed. By this method, mistakes are reduced to a minimum. 
The Journal has been praised as a mode! of good workman- 


The Society can be proud of its Journal and of the skillful 
management of the Editor. Dr. Garland is very modest 
as to his share of the credit but we all know how important 
a factor his contribution is to the excellence of your Journal. 
Quoting again from the Editor’s report to the Committee: 


At this point I should like to put special emphasis on the 
services to the Journal of Miss Davies and Mr. O'Leary, 
and my personal appreciation of the skill and devotion 
that they bring to their tasks. By no other means could 
the expanding work of the Journal have been kept in 
hand in recent years, without an increase in staff. Ap- 
preciation is also due to the force of office workers that 
Miss Davies has trained so well, each for her particular 
assignments. 


The circulation of the Journal has continued to expand. 
The peak was reached in the last issue, on December 29, 
1949 — of 25,815 copies — more than four times the num- 
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ber twelve rs A breakdown of this figure and a 
comparison * years is as follows: 


1946 1947 1948 1949 

Regular subscribers 12,074 14,375 14,266 14,5 
Student subscribers 3,302 Hes 3.725 4,1 
Massachusetts Medical Society ..... 5,380 5, 5,942 6,23 
New Hampshire Medical Society:, 

~ 257 251 286 

ee 174 219 223 206 
Del 72 75 70 73 

21.470 25,001 24,770 25,815 


These figures show a consistent trend, with the greatest 
increase of voluntary subscribers coming in the student 
group. This trend seems to be well worth cultivating, espe- 
cially in view of the fact that in 1949 over 900 student sub- 
scribers changed to regular subscription at the full rate. 

The most difficult problem r the Journal has been 
that of finances. This is due to the fact that costs have 


risen at a greater rate than revenue, as can seen by the 
abstract of the Auditor's Report below: 
Ansraacr or AvupitTor’s Report 
Revenue 
1947 1948 1949 
Ad isi $117,804.23 $144,480.86 $141,194.23 
eee 00 660008 10,456. 36 11,882.18 16,020. 32 
Subscriptions (other than 
106,916.22 107,264.57 116,111.57 
Miscellaneous 3,762.43 2,878.57 3,881.35 
00 60 $239,548.93 $267,101.88 $277,767.20 
enges: 
of $165,062.16 $183,994.83 $203,757.75 
Publication of reprints ....... 10,208.04 12,282.46 16,275.37 
Office and other salaries ..... 40,900. 40,547.03 42,307.22 
Commissions, fees, etc. 13,677.34 16,828.42 17,927.36 
Office and sundry expense ... 7,038. 865. 668. 
Pension fund ............... 3,684.78 3,491.10 3,459.13 
Social Security taxes — 3.008. 56 477.10 
$240,630.54 $269,018.06 $292,872.39 
Net Loss or Profit to M.M.S. .. $1,081.61 $1,916.18 $15,105.19 
(loss) (loss) (loss) 


The actual operating loss for 1949 was $5,105.19. (In the 
Auditor’s Report no credit is recorded of the $10, re- 
ceived from the Society). The cost of publishing the Journal 
is $5.97 per subscription. The paid subscriptions — regu- 
lar, student and New Hampshire — average $6.16, so that 
there is a slight profit. The deficit occurs because of the 
loss on subscriptions to members of the Massachusetts Medi- 
cal Society. e subscriptions going to the Massachusetts 
Medical iety cost the Journal $35,628, and the actual 
cost of stock and as of the proceedings and lists of 
candidates was $4,580 —a total of $40, is expense 
was partly offset by the appropriation of $10,000 from 
the Society. 

The accounts of the Journal have been audited by the firm 
of Hartshorn and Walter, and their report is in the hands of 
the Treasurer of the Society. 

James P. O’Hare, M.D. 

Conrap Wesse.uoert, M.D. 
Outver Core, M.D. 

Joux Fatton, M.D. 

Ricuarp XI. Situ, M. D., Chairman 


APPENDIX NO. 9 


Report or tue Commitree on Eruics DiscipLine 


The work of the Committee on Ethics and Discipline has 
been of the usual nature during the past year. Numerous 
complaints have been received from laymen, from fellow 
against fellow, and many about ethical conduct. 

Inquiries concerning ethical conduct have been varied, 
ranging from the question of personal relation between mem- 
bers up to the question of proper advertising. (It has been 
pleasing to have had several inquiries concerning ethical 
conduct from men outside the Society who hope to become 
members in the future). 


— 
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These inquiries have been answered by the Chairman 
subject to the approval of the Committee. All the com- 
plaints of the laymen against members have been thoroughly 
investigated and in each case the doctor was exonerated of 
any blame because of the animus expressed by the com- 
plainant. 

Only one complaint has been received from a layman con- 
cerning overcharging by a member. This case is still under 
investigation. 

A number of cases of complaints of doctors against doctors 
have been very thoroughly investigated and settled by the 
Committee. All these cases were placed on file. 

One case of complaint from a druggist against a physician 
of unethical conduct was found to be justified. The doctor 
appeared before the Committee, acknowled his fault, 
and immediately offered an apology to the druggist. This 
matter is considered closed. 

One case in which a layman threatened suit against certain 
members of the Society was referred to the Committee on 
Medical Defense. 

On November 23, 1949, Dr. Lewis Pilcher of the Com- 
mittee on Membership, appeared before the Committee on 
Ethics and Discipline with two applications. 

The first was for reinstatement of a physician who had 
been deprived of his membership by the Committee on 
Ethics and Discipline and had suffered two previous refusals. 
The Committee on Ethics and Discipline voted to with- 
draw its refusal to his reinstatement. 

e second concerned the admittance of a physician pre- 
viously convicted of a capital crime who had served a term 
in jail. One member of the Committee on Ethics and Dis- 
cipline was acquainted with the applicant and his quali- 
fications and offered to investigate further and report his 
findings to the Committee on Membership. The matter 
will be further discussed at our meeting on March 22. 

Three cases of complaint were held in abeyance owing to 
the inability to obtain from the complainant satisfactory 
evidence of the truth of his statements. The complainant 
was given an opportunity to provide such evidence. 

On January 18, 1950, Dr. John F. Conlin appeared before 
the Committee on Ethics and Discipline and spoke of pub- 
licity concerning grievances of the members of the Mas- 
sachusetts Medical Society in line with the Colorado, Al- 
meida County and Indiana grievance committees. The 
American Medical Association at its December meeting ap- 
proved these plans and has reported the formation of such 
committees in at least 18 states. 

Dr. Conlin asked the opinion of the Committee on Ethics 
and pe ee on the advisability of establishing and publi- 
cizing such a committee. The Committee voted to take the 
matter under advisement and report at the March meeting. 

On March 22nd the Committee recommended that there 
be only one grievance committee on the state level and that 
its name remain the Committee on Ethics and Discipline.* 
The Committee also recommended that the public and 
profession be made aware of the presence and activities of 
this committee. The Committee recommended that the 

ublicity be left to the discretion of the Director of Medical 
nformation and Education, Dr. John F. Conlin. 

In June, 1949, the American Medical Association at its 
annual meeting in Atlantic City proposed and accepted new 
Principles of Medical Ethics. is code has been incor- 

ated in the new by-laws of the Massachusetts Medical 

iety for our governing. The essence of the code is found 
in the last paragraph under “Conclusion”: 


These principles of medical ethics have been and are 
set down primarily for the good of the public and should 
be observed in such a manner as shall merit and receive 
the endorsement of the community. The life of the phy- 
sician, if he is capable, honest, decent, courteous, vigilant 
and a follower of the Golden Rule, will be in itself the 
best exemplification of ethical principles. 


The observance of this paragraph by every member of the 
Massachusetts Medical Society would lessen the work of the 
Committee on Ethics and Discipline. 

Wituam J. Bricxiey, M.D. 

ArcuipaLp R. Garpner, M.D. 

Auten G. Rice, M.D. 
james H. Townsenpn, M.D. 

RaAlrn R. Stratton, M.D., Chairman 


Recommendation amended by insertion of the words “and that“ after 
“committee.” 
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Report or THe Committee on Mepicat Epucation 


During the year 1949, the Massachusetts Medical Society 
was presented with the sum of $500 by an anonymous donor 
to establish a graduation gift fund for the purposes of “an- 
nually giving a prize of approximately $25 value along with 
a certificate stating the date and occasion of the gift from 
the Massachusetts Medical Society to each of three outstand- 
ing students. The selection of the prizes and the students 
is to be made by the Committee on Medical Education after 
consultation with the deans of the Harvard, Tufts and 
Boston University medical schools respectively. The gifts 
are to begin in 1950, and the principal of the fund to be used 
for this purpose until exhausted. e certificate to express 
the sentiment that the gift is in appreciation of “Diligent 
work in the Medical School by one who best exemplifies 
those intangible qualities which serve to designate him as a 
good 1— 

The Committee has consulted with the deans of Harvard, 
Tufts, and Boston University medical schools respectively, 
and they have selected the prizes and the certificate. They 
nominate the following students for the awards: Mr. Leonard 
W. Cronkhite, Jr. (Harvard), Mr. Niles Lee Perkins, Jr. 
(Tufts), and Mr. Joseph Franklin (Boston University). 

e Committee has discussed certain topics that are im- 
portant to physicians and medical students — namely, 
medical-society organization, medical ethics and malpractice 
and animal experimentation. It was the sense of the dis- 
cussion that it would be desirable for the Society to sponsor 
one or more lectures for medical students on these topics. 
The lectures could given jointly to students from the 
three Boston medical schools. The purpose of these 
tures would be to inform the students of the problems con- 
cerned with these topics. 

The Committee has been requested to call the attention 
of the Society to the needs of the medica! libraries throu 
out Europe and Asia. e Co-operative for American Re- 
mittances to Europe, Inc., has addressed a letter to the 
a inquiring whether the State membership would “‘ac- 
cept the challenge of contributing funds sufficient to suppl 
each of a selected number of medical schools abroad mith 
$1000 worth of the latest American medical books and 
literature.” After discussion it was decided to inform the 
members of the Society of the worthiness of this enterprise 
and to insert a notice in the Journal to this effect. 

The following recommendations are made: 


That the Council! and officers of the Society express their 
great appreciation to the anonymous donor of the Gradua- 
tion Gift Fund for his interest in the Society and in the 
furtherance of scholarship among medical students. 

That the Council approve of the nominations for the 
prizes for 1950. 

That the Council approve of the proposal that the 
Society agree to sponsor one or more lectures for medical 
students on topics of medical ethics, malpractice, animal 
experimentation and Medical Society organization and 
objectives; to inform the deans of the three medical 
schools that the Society is prepared to sponsor such lec- 
tures for medical students. 

That the Council approve of the worthiness of the cause 
of the “Co-operative for American Remittances to Europe, 
Inc.” and that a statement to this effect be published in 
the New England Journal of Medicine. 

Outver Core, M.D. 

James MI. Fautxner, M.D. 

Isaac R. Janxetson, M.D. 

Rosert T. Monroe, M.D. 

Cuester S. Keerer, M.D., Chairman 


APPENDIX NO. 11 


Report or tue CommitreEE ON 


The following three recommendations were made and 
passed unanimously by the Committee on Membership at 
its meeting on March 8, 1950: 


That the by-laws be amended to add to Section 3, 
Chapter 3, the following paragraph: “A fellow may not 
be transferred from one district society to another until 
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all district society assessments in the original district 
society have been paid in full up to, but not including, 
the year of transfer.” 1 

That the by-laws be amended by the addition to Sec- 
tion 1, of the following paragraph: “A fellow may not 
be transferred to nonresident fellowship until all regular 
dues have been paid in full up to, but not including, the 
year of transfer.’ 

That district secretaries be instructed to furnish each 
a for fellowship with a copy of the Digest, aws, 

ode of Ethics, Publicity Code and Medical Defense Act 
of the Society, and of the Principles of Medical Ethics 
of the American Medical Association, and that the dis- 
trict boards of censors be requested to include in their ex- 
aminations of applicants several questions concerning 
ethics to satisfy themselves that the applicants have famil- 
iarized themselves with the Code of Ethics of the Mas- 
sachusetts Medical Society and the Principles of Medical 
Ethics of the American Medical Association. e Com- 
mittee on Membership believes that under the present 
system by which the district secretaries, in accordance 
with the by-laws, Chapter 5, Section 3, distribute the 
Code of Ethics only to fellows after they have been ac- 

ted into the Society a majority of the fellows prob- 
ably do not familiarize themselves with the conditions 
of the Code of Ethics, whereas if the code was given to the 
applicants for fellowship when they first made application 
with the understanding that they were to examin 
on the code later, they would all familiarize themselves 
with the code and any who did not understand the ethical 
* — involved, or did not subscribe to them, could 

discovered before they were admitted to membership. 

A great deal of stress has always been placed by the 
Committee on the ethical background of applicants for 
fellowship, particularly applicants from unapprov 
schools, and it seems only logical that steps should be taken 
to ensure knowledge of the official phases of ethics by such 
J before they are formally admitted to fellow- 


p in the Society 
Wituam A. R. Cnarix, M.D. 
Henry F. Howe, M. D. 
Donatp Munro, M. D. 
Samvuet N. Voss, M.D. 
Lewis S. Pitcner, M.D., Chairman 


APPENDIX NO. 12 


Report or THe Committee oN Pusiic Hzarrn 


A meeting of the Committee was held in conjunction with 
the Committee on Health Protection Clinics, at 3:30 p.m. 
on March 8, 1950, in Sprague Hall, 8 The Fenway. ehe 
entire membership was present. 

The Committee on Public Health concurred with the Com- 
mittee on Pilot Clinics in its approval of Dr. Ryder’s report 

progress and the recommendation that a committee on 

ilot clinics be continued until the initial pilot clinic has 
filled its mission and the results are evaluated. 

Dr. Nicholas Fiumara, director of the Division of Venereal 
Diseases of the Department of Public Health, appeared be- 
fore the Committee to request its approval of a plan that, 
in his opinion, will improve the reporting of patients with 
venereal diseases and in particular syphilis. 

This plan provides that the State Laboratory will send to 
the Division of Venereal Diseases of the Department of Public 
Health, duplicate copies of all positive blood tests for syphilis. 
These duplicate copies will be kept on file for sixty days. At 
that time morbidity records will be checked to determine 
whether or not the physician has reported the patient as 
having syphilis. If no report has been received, a letter 
similar to that reproduced below will be written to the 

hysician asking whether or not a diagnosis was established. 

morbidity report card will be enclosed for his convenience, 

in the event that a diagnosis has been made and the case 
not reported. 

A motion was made and carried in favor of a procedure as 


outlined by Dr. Fiumara. 
Joun J. Povtas, M. D., Secretary 
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March 8, 1950 
Dr. John Doe 
489 Main Street 
ton, Massachusetts 


Dear Dr. Doe: 
Your co-operation is requested in reporting patients with 
venereal diseases. 


(date) 
Laboratory sent you a report of a positive blood test for 
(name) (no.) (street) 


(city or town) 
If a diagnosis of syphilis has been established on this 
patient will you please report it on the enclosed form. If 
you have previously reported this patient, please com- 
plete the enclosed form and make it “duplicate,” giving 
the date of the original re 
_ If you consider this patient not infected please so state 
in the 2 1＋—7 space in this letter and return in the en- 
closed, franked envelope. 


Very truly yours, 
Nicnolas J. Fiumara, MI. D., M. P. H. 
Division of Venereal Diseases 


The above named individual, in my opinion, is not in- 
fected with a venereal disease. 


APPENDIX NO. 13 


Report or THe ComMITTEE oN Pitot C.uinics 


This rt is informational. 

The Subcommittee on Pilot Clinics, since its last report 
to the Council, held a joint meeting with the Committee on 
Public on March 8, — The 
presented a progress report indicating that, to date, 
persons had been screened and that preliminary statis- 
tical analysis is available for the first 380 of these; 210 of 
these 380 were referred to their family physicians for find- 
ings of heart disease, cancer, am- 
nesia, diabetes, syphilis, pelvic disorders, obesity, under- 
weight, vision and hearing defects and so forth. 

Although no conclusion can be drawn from such pre- 
liminary data, the Subcommittee reports progress, and 
will submit a final, detailed report after the completion of 
the pilot clinic. Consideration was given to the financial 
problems of this and future screening clinics, and a change 
was approved relative to the referral procedures of vision and 
hearing defects and obesity problems. 

It was the sense of the group that the Subcommittee on 
Pilot Clinics be continued until such time as a final report 
could be made to the Council on completion of the study. 

Brooxs Ryper, M.D. 

Sipney Coss, M.D. 

Georce Dunuop, M.D. 

Aurrep L. Frecnette, M.D. 
Joux J. Pouras, M.D., Chairman 


APPENDIX NO. 14 


Report oF THE ComMMITTEE ON FINANCE 


The Committee recommends, at the request of the officers 
of the Society, that the budget for the use of the delegates 
to 8 American Medical Association be increased by the 
sum o 

The committee also recommends a special appropriation 
of $250 for counsel fees in a court action brought against a 
former officer of the Society. 

Henry H. Faxon, M.D. 


Francis C. Haut, M.D. 

Faspyan Pacxarp, M.D. 

Bancrort C. Murken, M.D. 
Rospeat W. Buck, M.D., Chairman 
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APPENDIX NO. 15 


Report or THe Committee on Inpustriat 


This report is informational. 

The function of the Committee on Industrial Health is 
to strive to give better medical service to the industrial 
workers of the State. This medical service is delivered in 
the main by part-time physicians. There are in Massachu- 
setts only i9 full-time physicians working in industry. To 
accomplish its aims the Committee has endeavored to set 
up a program of education. In 1949 we developed a program 
on industrial health, which was given on December 14. In 
this program we planned to aid hospitals, nurses, medical 
schools, physicians, state department employees, work- 
men, leaders of labor, leaders of management and insurance 
companies. The meeting was well attended, the program 
instructive, and the discussion fruitful. As the Committee 
was laying out the program for the next year the Program 
of the Council on Industrial Health of the American Medical 
Association has come before us. In this program the Society 
is urged to expand the practice of occupational medicine 
and surgery into county industrial health committees and 
to extend the work that the central committee is doing 
down to the level of the county medical society. All of this 
is in accordance with the eleventh plank in the American 
Medical Association twelve-point program, which was offered 
to meet the challenge and offset the need for socialization 
of medicine. During the past year a census of physicians 
interested in industrial medicine was begun. 

To further the work of education it is proposed that dur- 
ing the coming year, through the Committee on Post-graduate 
Instruction, this committee will offer speakers equipped to 
furnish a suitable program to the local medical societies. 


Henry C. Marsie, M.D., Chairman 


APPENDIX NO. 16 
Report or THE Committee ox Councit RuLEs AND By-Laws 


The Committee presents the following change in the 
by-laws, which has been previously approved in principle: 
Chapter V, Section 2 (a): In the first paragraph, after 
the word “residence” in the next to the last line, insert 
“or place of practice.” 


The Committee also presents for approval the following 
amendment to the by-laws: 


Chapter IV, Section 1: In the first paragraph, after the 
comma following the word “medicine,” delete the remainder 
of the sentence and substitute the following: as well as 
the president and the past presidents of the American 
Medical Association, the president of the Massachusetts 
Medical Service, and the medical director of the Mas- 
sachusetts Medical Service provided they are members 
of this Society.” 

Eimer S. BAdNALL, M.D. 

Atspert A. Hornor, M.D. 

Frank R. Oper, M.D. 

Low ARD P. XI. D., Chairman 


APPENDIX NO. 17 
Rerort or THE ComMITTEE ON BENEVOLENCE 


This report is informational. 

The Committee on Benevolence herewith submits its first 
annual report. As contemplated in the discussion that led 
to the establishment of this committee in 1948, there has 
been very close association with the Massachusetts Medical 
Benevolent Society. Between January 18, 1949, and Janu- 
ary 18, 1950, the Benevolent — | extended aid to 27 
doctors or their families. The type of aid varied from pay- 
ment of funeral expenses to the apparently successful re- 
habilitation of a physician under the shelter of a religious 
order. The amounts paid to each individual or family varied 
between $15 and $616. The total amount —5 by the Benevo- 
lent Society was $8274.33. Of this, $4500 was forwarded 
by the Committee on Benevolence from its 1949 appropria- 
tion of $10,000; the remainder of the r $5500, 
was placed in a reserve account by the Treasurer, as directed 
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by the Council at its October meeting in 1948. Present 
indications are that the call for relief in 1950 will be approxi- 
mately that experienced in 1949. 


Tueovore L. Bapcer, M.D. 
Rosert W. Buck, M.D. 

Eviot Hussarp, Jr., M.D. 
Cuartes C. Lunn, M.D. 

Dwicut O'Hara, XI. D., Chairman 


APPENDIX NO. 18 


Report or THE ComMITTEE ON CANCER 


This report is informational. 

It is the policy of this committee to help promote and co- 
ordinate the activities of other organizations dealing with 
cancer rather than to carry out independent projects. 

Members of the Committee have worked with the Massa- 
chusetts division of the American Cancer Society in publish- 
ing a second edition of the book, Cancer, A Manual for Prac- 
titioners. The first edition was published in 1940 and had 
been exhausted for several years. The new edition is a com- 
plete revision with many chapters added. The Massachu- 
setts Department of Public Health has furnished funds to 
provide a copy for every registered practicing physician in 
the Commonwealth. Several thousand copies have been 
sold to health departments in other states. 

The Committee has received a request from the Massachu- 
setts Department of Public Health that a survey be made of 
the existing state-aided cancer clinics. A similar surve 
was made several years ago by Dr. Channing Simmons, and, 
as a result, many valuable suggestions were made to these 
clinics. Dr. L. S. Snegireff, of the Division of Cancer of the 
Harvard School of Public Health, will make this survey. 
He will report to this committee. He has been asked to find 
out whether these individual clinics are offering proper serv- 
ices in their communities, whether they can be improved 
and, if so, how, and whether any of them should be abolished. 

The Committee has co-operated with the Massachusetts 
Medical Postgraduate Teaching Program and has he 
obtain speakers on cancer for many of the sessions. We 
have found a great deal of interest in cancer among the 
physicians of the State. 

Tuomas J. ANGLEM, 

C. Lunp, 

Cuanninc C. Simmons, 
Surecps Warren, M.D. 

Ernest MI. DalAxb, M.D., Clair man 


APPENDIX NO. 19 


Rerort or THe Committee on Hospitat AND PRoressionaL 
ELATIONS 


This report is informational. 

Since last fall, the Committee on Hospital and Professional 
Relations has been interested in the problem of organiza- 
tion of the hospital staff and liason with the administrator 
and the board of directors or trustees. In the discussion 
and approach to this question, we have had the assistance 
and cordial co-operation of the Committee on Administra- 
tive Practices of the Massachusetts Hospital Association — 
meeting with them as a joint committee. 

This topic arose from a memorandum entitled, “Suggested 
Plan for Co-ordination of Medical Staff, Governing Board 
and Administrator of Hospital,“ prepared and presented 
by Dr. Vlado A. Getting last October before a joint * 
of the three committees of the Massachusetts Medical 
Association: Medical Economics, National Legislation and 
that of Hospitals and Professional Relations. It was claimed 
that in many hospitals in the Commonwealth liaison be- 
tween the medical staff and the trustees was either lacking 
or accomplished through a third party — that is, the ad- 
ministrator; that in certain hospitals in the Commonwealth 
the relation between the medical staff and the trustees is 
dominated by “hand-picked” representatives from the medical 
staff and trustees; and that effective liaison between the 
medical staff, the trustees, the administrator and the super- 
intendent of nurses would accomplish a better understand- 
ing of common problems, enhance the ay of medical 
care and reduce the cost of the services rendered. 
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After a general discussion by the Committee members, 
by Drs. Allen, McKittrick and Gallupe, president, president- 
elect and secretary, respectively, of the Massachusetts Medi- 
cal Society, and Dr. Wilinsky, it was agreed that a study of 
these statements should be undertaken. It was voted “that 
a Committee composed of representatives of the Committee 
on Hospitals and Professional Relations of the Massachu- 
setts Medical Society, the Massachusetts Hospital Asso- 
ciation, and Drs. Bagnall, Getting and Hayden be con- 
stituted for the purpose of delineating the relation that 
should exist between the medical staff and administrative 
officials and bodies in hospitals in the Commonwealth and 
also that the president of the Massachusetts Medical So- 
ciety formally advise the president of the Massachusetts 
Hospital Association of this action and request official par- 
ticipation.” 

e invitation to the Hospital Association was extended 
by Dr. Allen, and it was promptly accepted. The job was 
assigned to their Committee on Administrative Practices, 
com of Dr. T. Stewart Hamilton, director of the Newton- 
Wellesley Hospital, Dr. Ensio K. F. Ronka, director of 
the Quincy City Hospital, Dr. Philip Bonnet, director of 
the Massachusetts Memorial Hospitals, and Dr. Norbert J. 
Wilhelm, director of the Peter Bent Brigham Hospital and 
president of the Massachusetts Hospital Association. Also 
included in this joint committee, at the request of Dr. Allen, 
were Dr. Dean Clark, director of the Massachusetts General 
Hospital, and Dr. Charles F. Wilinsky, director of the Beth 
Israel Hospital and president-elect of the American Hospital 
Association. 

Two meetings have been held, and after a general dis- 
cussion of the subject of staff-trustce- administrator organiza- 
tion and relation, it was voted that a questionnaire should 
be yy to be sent to each hospital in the Common- 
wealth for information on its staff-trustee organization. 
It was also voted that an explanatory letter, prepared jointly 
by the president of the Massachusetts Medical Society and 

e president of the Massachusetts Hospital Association 
— Mr. Warren F. Cook, director of The New England 

aconess Hospital) should accompany each questionnaire. 

The questionnaire has been prepared and approved. The 
letter is being prepared, and the material will soon be ready 
for mailing. Compilation and study of the information re- 
ceived will require considerable time, but when completed 
should give some interesting facts concerning staff-adminis- 
trator-trustee organization and relation from the hospitals 
ia the Commonwealth. 

Josern A. Homes, M.D. 


Storer P. Humpureys, M.D. 

Harvey R. Morrison, M.D. 

Donatp A. Nickerson, M.D. 

Sipney C. Wicein, M.D. 

Autsert E. Parxuurst, XI. D., Chairman 


APPENDIX NO. 20 


Report or THE ComMITTEE ON MATERNAL WELFARE 


This report is informational. 

The Committee on Maternal Welfare of the Massachu- 
setts Medical Society and the Division of Maternal and Child 
Health of the Massachusetts Department of Public Health 
have undertaken a five-year survey of all the maternal 
deaths in the State; 1949 was the first year of this survey. 

e purposes of the survey are: to determine exactly how 
many such deaths occur each year; to determine how many 
occur in hospitals and how many occur at home; to review 
each death in an attempt to ascertain the exact cause of 
death (to classify it as either preventable or nonpreventable 
and if preventable to assign the responsibility to either the 
patient or the physician, or both); as a result of the survey, 

e Committee will make recommendations, both general 
and specific, for cha and improvements in the prac- 
tice of obstetrics; the results of the survey and the recom- 
mendations of the Committee will be published from time 
to time in the New England Journal of Medicine; this survey 
is not punitive, but educational, and it is the hope of the 
Committee that not only will the er involved learn 
from his particular case but also that all physicians prac- 
ticing obstetrics will learn from the periodic reports of all 

cases, and will profit from the suggestions and recom- 
mendations of the Committee. 
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The chairman of this Committee is Dr. Duncan E. Reid, 
obstetrician-in-chief of the Boston Lying-in Hospital and 
professor of obstetrics at the Harvard Medical School. Dr. 
Arthur Edgelow, of Springfield, is in charge of investigating 
all the deaths in the western part of the State, . 
Worcester. Dr. Luke Gillespie, of Brookline, is in charge 
of investigating all the deaths in the eastern part of the State 
out to but not including Worcester. 

Forty-nine maternal deaths were reported to the Com- 
mittee and were investigated. This report is a summary and 
an analysis of the deaths. The Committee believes that 
there may be some deaths that were not reported, but the 
exact count cannot be made until the vital statistics for 
— published by the Secretary of State of the Com mon- 
wealth. 

There were two meetings of the Committee, which reviewed 
the cases and attempted to determine the exact cause of 
death in these cases, to describe the deaths as either prevent- 
able or nonpreventable and, in the case of preventable 
deaths, to assign the responsibility to either patient or phy- 
sician. 

Analysis of forty-nine cases of maternal deaths in 1949: 


. Age — Ages ranged from 18 through 46. 


. Color 
Parity. 
Multiparas ......... 
Highest parit 
Undelivered ............. 
Nonobstetric operations 
5. Obstetric operations. 
cone 
²˙ er 90 
nternal podalic version and breech extraction |. 
Manual removal of placenta. .......... a 
Packing of uter us 


tz 


All patients were reported as white 


— 


— 


There were 6 Rh — patients. 
2 were unrelated to the death, 
1 was a patient with a stiilborn hydrops with separation of the 
placenta and hemorrhage, 
1 was with hemorrhage, 
1 was with aspirations of vomitus, 
1 was with inversion of uterus and hemorrhage 


7. The deaths were classified as follows: 
Unclassified as to preventability ... 2 
Responsibility assigned to patient... ... 2 
Responsibility assigned to doctor 
18 
Diagnoses: 
Hemorrhage and shock 9 
mm ̃ 5 
Eclampsia. .. . 


Premature separation of placenta .................. 
Cardiac decompensation ............. 

Anterior poliomyelitis. ........ 

Cerebral embolus......... 

Acute yellow 

Acute inversion of uterus .. 
Septic self-induced abortion . 

Subarachnoid hemorrhage 


rn; 


——ä—ẽä—ͤ nx Ff 


apse both lungs 

syndrome 

49 
Discussion 


Hemorrhage 


In this series hemorrhage was by far the leading cause of 
death. Many of the deaths classified as being due to pulmo- 
nary or cerebral embolism were questionable diagnoses in 


Teens .. 4 
17 
Ws... 6 
JJ ĩ§ĩ§ẽ?ſ— 
3 
2 
2 
2 
l 
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— who had already had marked hemorrhage and 
shock. 

The first impression of the investigators from reading the 
case histories and talking with physicians involved in the 
hemorrhage cases is that the physician underestimated the 
amount of blood loss and was not sufficiently worried soon 
enough. 

The second impression was that too many physicians con- 
sider intravenous administration of fluids and plasma as 
adequate replacements for blood loss. In shock alone, un- 
accompanied by hemorrhage, fluids and plasma may 
adequate but when hemorrhage has occurred, the only ade- 
quate therapy is blood and plenty of it. 

The third impression is that in spite of hospital, Red Cross 
and state blood banks, there is often a long delay, often one 
or two hours, in obtaining blood once the transfusion or 
transfusions have been decided upon. 

The fourth impression is that in most cases very little was 
done to prevent further blood loss. In only 4 of these pa- 
tients was the uterus packed in an attempt to prevent — 
blood loss, and only in I was hysterectomy suggested. In 
no cases was it performed. The Committee believes that 
this is still a worthwhile and often a life-saving measure. 

There are some bleeding patients who do not respond to 
any methods of treatment and continue to bleed not only 
from the uterus but from other locations in the ese 
patients either have separation of the placenta, usually of 
the toxic variety, or have been carrying dead babies for 
some length of time. These patients have been found to 
have marked afibrinogenemia. The only effective method 
of treatment in this group is the administration of la 
amounts of fibrinogen intravenously. The Boston Lying-in 
Hospital has a supply of this, which will be made available 
to such patients. 

Physicians are reminded that many patients who have 
been given plasma that has not been treated with such sub- 
stances as nitrogen mustard often develop hepatitis, which 
may be fatal. Only plasma that has been treated to destroy 
the organism 12 for infectious hepatitis should be 
used in treating the shock of these obstetric patients. 


Toxemia and Eclampsia 


There is nothing too new or different in the general treat- 
ment of toxemia and eclampsia. There is a new and occa- 
sional life-saving measure for the oligurias and anurias asso- 
ciated with toxemia and separation of the placenta. That 
is the artificial kidney developed at the Peter Bent Brigham 
Hospital. That hospital is willing and anxious to accept 
oliguric and anuric patients and has saved patients w 
formerly would have died. 


Anesthesia 


There were six deaths due to anesthesia. Five of these 
were due to aspiration of vomitus and gastric contents, and 
1 was due to spinal anesthesia. The Committee suggests 
that any patient who has had inhalation anesthesia and 
shows any evidence of respiratory distress should have 
bronchoscopy with suction of the bronchi as soon as possible, 
preferably within the next thirty minutes. 


Amniotic Fluid and Emboli 


At present this is a popular diagnosis made to explain 
many accidents of delivery and labor. This diagnosis was 
made several times but each time was disproved by autopsy. 
It was made most often in the cases of aspiration of vomitus. 
The Committee believes that this is a poor diagnosis to make, 
for it may divert attention from aspiration of vomitis, from 
pulmonary embolus, from cardiac failure, from pulmonary 
edema and from other conditions that may require other 


t f treatment. 
Duncan E. Rew, M. D., Chairman 


APPENDIX NO. 21 


Report or THE COMMITTEE ON PosTGRADUATE 
Mepicat Epvucation 


This report is informational. : : 

During the past year postgraduate medical instruction 
has been conducted in twelve teaching areas identified as 
follows: Pittsfield, Springfield, Greenfield, Worcester, Law- 
rence-Haverhill, North Shore, Fitchburg, Lowell, Taunton- 
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Fall River, New Bedford, Plymouth and Hyannis. In these 
twelve areas, there have been 43 exercises, the number 
area varying from 2 to 7. In addition, the Committee — 
conducted 61 exercises in the Greater Boston area during 
March 6 to May 1, 1950. 

In the teaching areas throughout the State, the interest 
and attendance has been excellent. In fact, we i 
that this has been our best year. Our only concern is over 
the two areas where only two exercises each have been pre- 
sented, but we believe this can be changed easily another 

ar. The Greater Boston program has been well supported, 

ut as anticipated there has been a definite reduction in at- 
tendance since the post-war — In ot words, we 
have now arrived at an attendance level to be expected in 
an area in which so many opportunities for postgraduate 
instruction prevail. Certainly the shift from Sanders Theater 
to Ware Hall has been justified. 

If the plan of decentralization in the conduct of our work 
prevails, it may be desirable to add one or two more teaching 
areas that all corners of the State may be covered without 
asking any doctor to travel very far. These are matters of 
Committee policy and it is suggested that any simple change 
of this sort judged entirely on Committee experience. 

_In the past the problem of the number of meetings in any 
given area has been left entirely to the area representative 
or committeeman. Of course, it is understood that there 
are many education meetings going on throughout the 
State not under the direction of this Committee. However, 
we must not lose sight of the fact that the Society post- 
graduate meetings are open to all registered physicians, 
whether or not they hold membership in the Society. If we 
are to reach this group, the Committee is of the opinion that 
we should strive for at least four meetings for each teaching 
area. 

We have had several conversations with the officers of 
the Massachusetts Chapter of the American Academy of 
General Practice. It should be known that members of this 
organization are required to take fifty hours of postgraduate 
instruction each year. It is the wish of the Committee to co- 
operate with this organization in every way possible. It 
does not seem advisable to have a designated representative 
of the Academy on our Committee, but Academy represen- 
tation can be taken care of in other ways. 

Education viewed abstractly is K uninteresting 
to justify an occasional change in technic. The present plan 
of dividing the rest of the State into teaching areas and 
offering a lecture course of several weeks in the Greater Boston 
area has been in vogue for five years. In general, the results 
have been good, and have been better this year than any 
previous year. The Committee is therefore encoura to 
proceed. Nevertheless, a change in — especially if it does 
not disrupt the entire system, is worthy of some consideration. 

At a recent meeting of the Committee it was suggested 
that we might try the scheme of inaugurating a lecture course 
similar to the Greater Boston Course but of much shorter 
duration somewhere in the western part of the State. It 
was further suggested that if this course were given in mid- 
September, we might obtain the buildings of the University 
of Massachusetts and thus offer overnight accommodations 
for doctors if they so desired. It is understood that all this 
would be done without any great expense. If such a plan 
were inaugurated, it would supplant the exercises now 
offered in the Pittsfield, Springfield and Greenfield areas. 

Our present budget allowance is $3000. It was voted 
by the Committee to suggest no change. Of course, it is 
fair to state that the above allowance is not sufficient but 
that with assistance from other sources — for example, the 
Cancer Society and the Department of Public Health—we 
manage to get along. 

To facilitate the business of setting up rr earlier 
in the teaching season, it was s ted that all district so- 
cieties to give some consideration to Ir 
programs at the time of the annual meetings of the 
societies. 

It is difficult to measure the results of educational pro- 
grams, especially in the field of adult education. However, 
the Committee believes that the postgraduate medical pro- 
gram conducted by the Society is contributing in no small 
measure to improving medical care in this state, and is 
worthy of the co-operation and support of all physicians. 


W. Ricuarp Outer, M.D., Chairman 
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APPEND.X NO. 22 


Rerort or tHe Committee ror tHe Rep Cross Bioop 
Procram AND ComMITTEE For THE Recionat Bioop Center 


These committees have had three meetings since the last 
and have met together each time. ey have con- 
ducted a survey of how well the Red Cross Blood Program 
is working by — to 235 hospitals in the State. The 
replies indicate that the program is, on the whole, satisfac- 
tory. Complaints came from about a third of the hospitals. 
They were concerned with the following: insufficient cupply 
of blood; lack of co-operation from the local Red Cross 
chapters; and insufficient number of local depots. 

Some of the hospitals were written to by the Committee. 
All the complaints were turned over to the Red Cross for 
action. A ore recommendation was made for establish- 
ment of a local depot in the Pittsfield area. Mem 


one member of the Committee would be responsible for 
medical and technical advice to aid in blood distribution 
and use, in the recruitment of donors and assisting 
the problems of the local hospitals. The committees have 
undertaken to canvass the State to ascertain the desire of 
local hospitals for improvement of the safety of their trans- 
fusion services by further education of their technical and 
other nnel. R 
taken in some of the la hospitals as a free service, have 
been received for about 65 persons. This 17 will start 
with a day of lectures and then be followed a two-week 
am of individual training in all aspects of blood bank- 
ng. To carry this out about three months will be required. 
To put this program on a permanent basis these committees 
have set up a Massachusetts Association of Blood 2 
the primary aims of which are for raising the standards 
transfusion in the State by a permanent education program, 
meetings for scientific discussions and a structure for hos- 
pitals to help each other through exchange of blood. The 
comm that the banks represented by the mem- 
bers should undertake to help the smaller hospitals in the 
metropolitan area with their bleeding, storage and technical 
ms, if the hospitals so desired it and were too small to 
maintain blood ban their own. 

These committees have received a recommendation from 
i Association of Blood Banks that the Mas- 
sachusetts Medical Society pass a resolution approving of 
the American Association of Blood Banks and do so in the 
form adopted by the State Medical Association of Texas. 
y of this form, which was enclosed with their letter, 
contains a paragraph specifically forbidding the entrance 
of a nationa agency — namely, the Red Cross — into blood 
coliecting in Texas and further instructing the delegates 
to the House of Delegates of the American Medical 
ciation to introduce a similar measure there. After some 
deliberation, these committees made the following recom- 
mendations to the Massachusetts Medical Society: that the 
American Association of Blood Banks should not be ap- 
proved by the Massachusetts Medical Society; and that 
the delegates to the American Medical Association from 
this state be informed of the dangers of adopting the Texas 
resolution. 

The reasons for this action are that it would mean an end 
to the Red Cross program has 
provided to date 47,3 F vee of blood free to patients. If 
this blood had been pu at $25 a pint, it weuld have 
cost $1,182,850. It has made available over 10, pints 
of outdated or unusable blood for ing into plasma 
fractions, from which 62,320 units amma globulin have 
been distributed free by the State. It has made blood avail- 
able in the smaller hospitals of the State where heret 
it was very difficult to get. It has been of immeasurable 
help to many indigent patients without kinfolks who could 
not procure donors. It is the only system now available for 
nized blood n in case of a national emergency. 
It has Sot pues the maintenance of Dr. Cohn’s re- 
— 1. Kir which is one of the most vital 

ical pro now in progress. ese committees 
that the withdrawal of this program in this state 
leo from the public because of the in reduction 


uests for free training, to be under- 
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of the costs of medical care. They further believed that 
should the House of Delegates of the American Medical 


Association — such a resolution, it would seriously prejudice 
many mem of the lay public against doctors as being 
disinterested in patient expenses and vital care. 

ese committees further recommended that their mem- 
berships be combined to form one committee to be called 
“The Committee for the supervision of the Red Cross Blood 
Program.” 


Lamar Soutter, M.D., Chairman 


APPENDIX NO. 23 


Report or THE Committee on DiaBetes 


The Diaberes Detection Program, which began in 1948, 
e Diabetes Detection am, w an in 
was continued during Diabetes Week, October 10-16, 1949 
with considerable progress. Increasing interest on the part 
of other state societies and district societies was shown by 
the fact that since the fall of 1949 more than 250 diabetes 
committees have been formed in various state and district 
ieti A preliminary report for the country indicates 
that tests of 310,000 persons were made during Diabetes 
Week, exclusive of the very much larger number of tests 
made as an individual matter in doctors’ offices for which 
no accurate summary is available. 

In Massachusetts 10 district societies have diabetes com- 
mittees actively at work. The participation of a considerable 
number of industries in the State has provided us with re- 
ports from 57 industries, indicating that 10,400 persons 
were tested. Actually, this program in various industries 
is continuing and is still in progress so that this is 
far from complete. A significant departure was made this 
year in Massachusetts as in at least 4 other states with the 
attempt to make use of county fairs as a means of distribut- 
ing information about and particularly carrying 
out testing programs. In many of these county fairs con- 
siderable 8 of the visitors come from rural or 
— small towns. The Hampden District Medical Society 
made a distinctive contribution to this program by organ- 


izing, with the co-operation of the Committee, the Ameri- 
can Diabetes Association and the United States Public 


Health Service, demonstrations during the week when the 
Eastern States ition was held in Springfield. 

committee of the district society obtained the co-operation 
of physicians who acted as demonstrators and the volun- 
teers from the Woman's Auxiliary of the local hospital. The 
new apparatus, called clinitron, was used in demon- 
strating the performance of blood sugar analyses at the rate 
of 120 per hour. This apparatus is a step in the direction of 
utilizing mechanical devices in carrying out laboratory work 
on a large scale and may have considerable significance for 
the future in hospital and laboratory work. such mecha- 
nization can be further utilized, it may be a considerable 
factor in reducing the cost of laboratory work in hospitals. 
During the week of the exposition the clinitron was operated 
during periods of two hours after the noon meal and the 
evening meal to carry out tests on any volunteers. e re- 
* — was sent to the local physician named by the patient. 

ore than 1200 such tests were performed. 

Plans for Diabetes Week, November 12-18, 1950, should 
lead to earlier organization of local efforts in the attempt 
to find the many persons with undiagnosed and untreated 
diabetes in the State. 

Franx N. Autan, M.D. 


Georce M.D. 
Eouns DuBois, M.D. 

Wituam Mason, M.D. 

Josern Ros M.D. 

James H. Townsenp, M.D. 

11a Wurz, M.D. 

Howarp F. Root, M. D., Chairman 


APPENDIX NO. 24 


Report or tHe Committee on Fees 


Because of the impending cha in the Blue Shield 

am, final deliberations ‘of 2 were delayed. 

ring the autumn of 1949 this committee met jointly 
twice with the Blue Shield Fee Committee. After the Coun- 


the Committee have he to make the program success- 

ful by speaking at different local Red Cross and hospital 

meetings. Le have divided the Metropolitan area’s 

twenty-six subchapters into divisions for each one of which 

—„—- 
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cil had approved the new Blue Shield program, a meeti 
of the Committee on Fees met at the Harvard Club on Mare 
6, 1950. Those A were Drs. Allen, Beetham, Dunca 

allupe, Green, Hand, Hayden, McKittrick, Prather, Scha 
and Sweet. 

For the information of the Council the following sum- 
mary of discussion and sentiment of the members of the 
Committee is submitted. 

There appeared to be an awareness among the majority 
of those present that there is a feeling of dissatisfaction on 
the part of some of the lav public with the charges for pro- 
fessional services. is is most obvious as it applies to 
surgeons’ fees. It is nized by the Committee that a 
relatively small part of this feeling is based upon pertinent 
examples of excessive charges that anyone would agree are 
above the limits of the patient’s ability to pay. The actual 
number of these cases that have come to the attention of the 
Committee on Public Relations or the Committee on Ethics 
and Discipline, or of Dr. Charles Hayden, whose experience 
is limited to cases having to do with charges to patients covered 
in part by Blue Shield insurance, appears to be relatively 
small. Furthermore, as pointed out by Drs. Hayden and 
Gallupe, the vast majority of specific complaints result 
I from misunderstandings and are readily satis- 

as a result of conferences between the patient and the 
physician. It was also pointed out that almost always the 
physician involved in these cases has been co-operative and 
anxious to make the necessary adjustment of the fee. In 
only a few cases has there been any failure of the physician 
to meet the demands of the patient by compromise. 

Several members of the Committee voiced the opinion 
apparently held to a greater or lesser degree by others of 
the group that in general the physicians of this state have 
become oversensitive to the importance of the fee problem 
and have tended to bend over backward in an effort to 
avoid criticism. It was pointed out by some that this posi- 
tion is to be dep! „partly because it may lead to a false 
sense of the importance of the difficulty, which at most is 
not at present a large one, and partly because such a supine 
attitude might militate against the welfare of the profession 
by playing into the hands of the cranks and political pro- 
tagonists of governmental control. It was agreed that 
the dignit the profession demands that the physician 
be allowed to adjust these matters with the patient accord- 
ing to the time-honored equitable principles of the code of 

ics of physicians. 

Much of the discussion centered upon the position that 
the Society should assume regarding the publicizing of the 
fact that the Massachusetts Medical Society has for almost 
a century maintained a committee (the Committee on 
Ethics and Discipline) to hear complaints and deal with 
grievances that might arise among the lay public. It was 
agreed that the function of this committee transcends the 
mere adjustment of differences between physician and 
— or the disciplining of physicians and that it should 

made clear to all that one of its greatest fields of activit 
should be to assist the patient to overcome misunderstand- 
ings and aid in improving the doctor-patient relationship 
in all its aspects. It was agreed that the adjustment of 
difficulties arising over fees is in fact a small portion of its 
function. On the other hand, it was emphasized that be- 
cause of the recent publicity regarding the so-called “griev- 
ance committees” of other state medical societies, the time 
has come for the Massachusetts Medical Society to carry 
before the public the fact that such a committee exists for 
its benefit in this state as well. 

The hope of the chairman that some agreement might be 
reached regarding the over-all problem of the principles 
underlying the establishment of equitable charges for medical 
and surgical professional services was not realized. It seems 
that the time is ripe for the profession of this state and else- 
where to come to some — 7 arding the principles 
involved and that these should depend upon the considera- 
tion, among others, of the following factors: 


The value of the service, whether of a definite and easily 
definable value such as the fees for certain laboratory 
examinations or of a relatively indefinite value such as 
the fees for anesthesia or the opinion of the roentgenolo- 
gist, or finally of an indeterminable value such as the 
value to the patient of an unusual operation or any life- 
saving measure, either, ical or su 
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The nature of the service rendered, with consideration of 
the technical difficulties, the diagnostic complexity, the 
length of time consumed and the degree of responsibility 
assumed. 

The ability of the patient to pay, with reference to his 
income, family responsibilities, and the effect upon future 
income of a long-lasting illness or an ultimately unfavorable 
prognosis. 
If the Committee on Fees is held over for another year 


these matters of obviously fundamental importance shou 
be reviewed. Whether or not any general principles might 


ri 
be * upon or any recommendations ol a more or 


specific nature might 
sidered to be 
to be decided. 

It should be pointed out on the basis of discussions in 
committee that the new Blue Shield schedule of fees should 
not be regarded as an absolute guide for charges to patients 
not covered by this insurance although it was agreed that 
in general it will be found to conform with the most equitable 
practice for 4 whose incomes fall into the category 
now covered by Blue Shield. 

After prolonged discussion the following recommendations 
were mole for the consideration of the Council: 


On motion of Dr. Prather, seconded by Dr. Schall, in 
order to avoid the misunderstandings and criticism on 
the part of the patient regarding fees. it was Votrep that 
the members a the Massachusetts Medical Society be 
encouraged in all cases to attempt to come to an under- 
standing with the patient by free discussion of the exigen- 

ncies involved in each case at some time before a bill 
— services is rendered to the patient. 

On motion of Dr. Prather, seconded by Dr. Hand, it 
was VoTep to recommend to the Council that this com- 
mittee is of the opinion that the attitude of the Society 
regarding fees and the availability of means for the pa- 
tient to obtain relief from possible overcharging be pub- 
licized the Committee on Public Relations in what- 
ever manner it may choose to adopt. 

Ricnarp H. Sweet, M. D., Chairman 


made regarding actual fees con- 
proper under various circumstances remains 


APPENDIX NO. 25 


Report or THE ComMITTEE ON REDISTRICTING 


This report is informational. 

A meeting of the executive committee of this committee 
was held on March 1, 1950, at 8 Fenway. To get opinions 
concerning the problem of redistricting, a questionnaire and a 
map of the districts of the Society is to be mailed to all fellows. 

A letter was sent to all district secretaries, stressing 
importance of the problem, and requesting that the matter 
be discussed at district meetings. 

Avexanper A. Levi, M.D. 

Basit E. Barton, M.D. 

Donald Hicut, M.D. 

F. Hickey, Jr., M.D. 
Mitton M. Sisson, M.D. 

R. Kuatsa, M.D, 

Cuartes G. Suepp, M. D., Chairman 


APPENDIX NO. 26 


Report or THE ComMITTEE TO MEET wiTH THE Massacnvu- 
SETTS STATE PHARMACEUTICAL ASSOCIATION 


This is informational. 

The Massachusetts State Pharmaceutical Association re- 
quested the Massachusetts Medical Society to appoint a 
committee to confer on problems of mutual interest, includ- 
ing socialized medicine, joint efforts of the pharmaceutical 
and medica! professions with regard to health progra 
and various other problems such as the prescription a 
dispensing of narcotics and other so-called dangerous drugs. 

At meetings of the joint committee special attention has 
been given to two problems. The pharmacists pointed out 
that many physicians have apparently been not well in- 
formed about the regulations regarding the prescription of 
such things as barbiturates and Benzedrine, the refilling of 
prescriptions and the use of the label, Warning — may be 


— 
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habit forming,” which druggists are required by law to 
place on a bottle of phenobarbital tablets under certain cir- 
cumstances. It is yoo that these matters will be brought 
to the attention of the medical profession through announce- 
ments in the New England Journal of Medicine and in other 


wa 

The second ye matter concerned the objection of 
pharmacists to what they consider the participation of phy- 
sicians in the drug business. The possibility that legisla- 
tion might be promoted to restrict the dispensing of dru 
by physicians is under consideration. The Committee is 
seeking information regarding the interest of physicians in 
this problem. We need to know how many physicians dis- 

nse drugs themselves and how many groups and hospitals 

ispense drugs without having a registered pharmacist. 

e Committee would also like to know if there are any 
matters that the Council would like to have brought to the 
attention of the Pharmaceutical Association, including such 
things as participation by pharmacists in the practice of 
medicine by over-the-counter prescribing. 

The Committee recognizes the mutual advantages of the 
contact that has been established between the Pharma- 
ceutical Association and the Society and recommends con- 
tinued co-operation. 

Cuartes L. Brennan, M.D. 
L. Maison, M.D. 
Frank N. M. D., Chairman 


APPENDIX NO. 27 
Report OF THE TREASURER 


This report is informational. 

During 1949 there has been some increase in the total 
revenue in the General Fund and a proportionately larger 
increase in the disbursements. 

Income from annual dues in 1949 rose to $136,962 from 
$134,960 and that from nonresident dues to $2850 from 
$2514. Income from censor fees fell from $1053 to $900, 
while net profits from the Committee on Arrangements in- 
creased to $4695 from $3153 in 1948. The New England 
Postgraduate Assembly operated at a net loss of $420. 

Income from the securities of the General Fund amounted 
to $7349 and from the Building Fund, $2317. There was a 
gain from sale of securities in the General Fund of $74 and 
a loss from sales in the Building Fund of $1792, largely from 
the disposal of 83 shares United Airlines common stock. 

e book value of the securities in the General Fund 
stands at $220,737 and in the Building Fund at $93,748. 

corresponding market values as of mber 31st were 
$222,674 and $95,557 respectively. 

e total revenue for 1949 in the General Fund was 
$153,638, an increase of $3640 over 1948. The total dis- 
bursements for 1949 was $138,763, an increase of $24,123 
over 1948. The surplus of income over expenditures was 
therefore $14,875, which has been transferred to the Build- 
The total assets of the General Fund remain 

d at $250, 

e Building Fund has increased from a value of $94,678 
to $121,398 owing in part to increase in stock-market values, 
which calls for an explanation. To the figure as of January 1 
of $94,678 is added the income from Building Fund securi- 
ties of $2317 and the surplus of $14,875 from the General 
Fund, while the loss from sale of securities, or $1792, must 
be deducted. This would bring the value of the Fund to 
$110,078. But in 1948 the market values of securities in 
both the General and Building Funds were below the book 
values and to compensate for this and to give a true liquidat- 
ing value, reserves were held in both funds totalling $11,320. 

is year the market values have increased beyond the book 
values in each fund, with the result that these reserves can 
be released and the sum of $11,320 can be added to $110,078, 
bringing the actual value of the Building Fund as of Decem- 
1949 ith grand total of $416,343 

e tety ends wi a assets ’ 
an increase of $34,572 over 1948. 

On advice of Loomis Sayles and 8 the following 
sales were made during the year — $18, American Tele- 

one and Telegraph Company 2% per cent bonds due 
961; $9000 Peoples Gas Light Coke Company, 3’s due 
1963, 120 shares Cleveland Electric Illuminating Company 
common stock and 83 shares United Air-lines common. 
Purchases included $18,000 American 7 1 and Tele- 
graph Company 31%’s due 1959; $10, United States 
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Treasury Certificates of Ind. 114’s due 1950; $10,000 United 

States Treasury 244’s due 1955-52; 100 shares Public Serv- 

ice of Indiana 4.64 convertible preferred stock; 135 shares 

Consumers Power Company common; 20 shares Cleveland 

Electric Illuminating Company common (sold later in the 
ar at a profit); and 30 shares Wisconsin Electric Power 
mpany common. 

It is a pleasure to announce the gift of $500 from a donor 
who insists on remaining anoymous to establish a graduation 
gift fund for the pu of annually giving a prize of the 
approximate value of $25, together with a cerificate from 
the Massachusetts Medical iety, to three outstanding 
students selected by the Committee on Medical Education 
after consultation with the deans of the Harvard, Tufts and 
Boston University Medical schools. The gifts are to begin 
in 1950, and the principal of the fund to be so used until 
exhausted. 

he $10,000 allocated to the Benevolent Fund has been 
used as}follows: $4500 was advanced to the Massachusetts 
Medical Benevolent Society as its estimate of needs for the 
year; of this sum, $2502 was used, leaving $1995 to the 
credit of the 282 with 300 
operating in . e balance e — or 
has been invested in Savings Banks as the nucleus of the 
permanent Benevolent Fund. 

In over-all perspective the regular trend toward more and 
more expenditures k 2 Disbursements in 1948 
were $114,640 and in 194 „ $138,763 and the bud for 
1950 calls for $150,070 so far. The budget for 1949 called 
for $139,525, and this was only $762 more than what was 
actually spent. With an estimate of not more than $154,000 
income for 1950, if the full budget were spent, it would 
leave a surplus of less than $4000 in 1950 as compared with 
a surplus of $14,875 in 1949. 

There is no valid reason for maintaining a general fund 
as large as $250,000 beyond the benefit from the income 
therefrom but the Treasurer wishes to go strongly on record 
against the opinion that the principal of this fund be whittled 
away for current expenses no matter how urgent the cause 
may seem at the moment. This objection would not hold 
as to using a portion of the General Fund capital to com- 
plete the purchase of permanent headquarters since it would 
continue to be a tangible asset in the form of real estate. 

A comparison of detailed expenses for 1948 and 1949 is 


appended. 
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APPENDIX NO. 28 


Procress Report or tut Newton Heart D emonstra rion 
ProcraM 
The first report of the Newton Heart Demonstration 
am was nted to the Massachusetts Medical 
Society on May 24, 1949, at its annual meeting in Worcester. 
This is a progress report of the program’s second year of 
activity. 

The work of the past year has reinforced our opinion that 
there are public-health as to the problem of heart 
disease and that certain public-health services can help the 
physician offer optimum care to his cardiac patients; demon- 
strated that the community is vitally interested in the > 
lem; and convinced us that the medical profession will co- 

ate in a community program for the control of heart 
disease, provided practical measures exist for the ——— 
of heart disease or its complications, the danger of frightening 
Se ones is minimal, and the effort can be medically con- 
trolled, 

Through the Cardiac Program Committee and its sub- 
committees, Newton physicians have continued to share 
with the Health Department responsibility for the program’s 
development. On their recommendation several new activi- 
ties have been added. Others, initiated early in the program, 
have been discontinued or altered. 

For example, temporary — reporting was dropped 
since it did not contribute enough information to be of 
—— — value in program planning. Action on a cardiac 
rehabilitation program has been postponed because of lack 
of specially trained personnel in the community. The attain- 
ment of community participation is being undertaken 
the Newton Community Council with the entire Cardiac 
Program Committee acting in advisory capacity. The 
council, which includes representatives from 77 member 
organizations, devoted its annual meeting in April to dis- 
cussion of the heart program. 

At present the Cardiac Program Committee and its sub- 
committees are actively concerned with programs of phy- 
sician education, nutrition (including weight control), pre- 
vention of subacute bacterial endocarditis, prevention of 
rheumatic fever, case finding and prothrombin determina- 
tions. It is interesting to note that all these activities were 
among the recommendations for community programs made 
by the recent National Conference on Cardiovascular Dis- 
eases, sponsored by the American Heart Association and 
the National Heart Institute. 

Physician Education 

The Newton Postgraduate Institute has continued to 
meet monthly. About 50 per cent of Newton’s general 
practitioners attend regularly, including 12 of the 1 phy- 
sicians known to have graduated from nonaccredited schools. 
The major problems of prevention, diagnosis and treatment 
of heart disease have been thoroughly covered by the fol- 
lowing speakers: Dr. Samuel Levine, Dr. Benedict Massell, 
Dr. Howard B. Sprague, Dr. Paul D. White, Dr. Mark 
Altschule, Dr. Samuel Proger, Dr. T. Duckett Jones, Dr. 
Alexander Nadas and Dr. Egon E. Kattwinkel. All phy- 
sicians practicing in Newton receive summaries each 
lecture and the discussion period that follows. 

Nutrition 

An important outcome of a cardiac-diet study, carried 

on under the supervision of the suncommittee on nutrition, 
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was recognition of the need for standardized cardiac dicts — 
especially for cases of repeated cardiac failure. These diets 
have been prepared and will soon be ready for use by phy- 
sicians, hospital dietitians and community nutritionists. 

weight-control study has shown the possibilities of the 
group-discussion technic in helping patients to reduce. In 
six months, 10 of the 12 subjects in the study group lost 12 
pounds or more; 5 reached “ideal weight.” We are espe- 
cially concerned with the application of this method to the 
problems of the obese hypertensive or the potential cardiac 
patient. 


Subacute Bacterial Endocarditis 


A —— committee of physicians and dentists has been 
established to stimulate widespread use of procedures for 
the prevention of this disease. A schedule of penicillin 
prop ylaxis, recommended for all patients with valvular 
and congenital heart disease undergoing dental, surgical 
and obstetric procedures, was deve . It was sent to all 
physicians and dentists practicing in Newton, along with 
cardiac identification 8 provi by the 2 

art Association. 
Rheumatic Fever 

A program to prevent streptococcal infections amo 
rheumatic-fever families was started early in the year. Wi 
the help of Drs. T. Duckett Jones, Benedict Massell and 
David Rutstein, a schedule of penicillin prophylaxis was 
—4 and recommended to all physicians practicing in 

ewton. 

To find rheumatic- fever families, so that they could be 
referred to their physicians for advice concerning preven- 
tion of rheumatic fever, questionnaires were distributed 
through the schools. For study pu free throat cul- 
tures and low-cost penicillin are available to private phy- 
sicians for their rheumatic-fever famili 


Case Finding 


Real progress has been made in setting up a practical 
program of yoy . heart disease. e program was 
developed by the subcommittee on case finding, and screen- 
ing examinations are performed by public-health personnel. 

ree procedures are used: a brief cardiac history, blood- 

ure recording and auscultation of the heart. 

City, school and industrial employees have already been 
screened. Through the referral system, special care has been 
exercised to prevent the development of cardiac neuroses. 
When there are suspicious findings, the patient’s physician 
is notified by mail. It is then up to the physician to decide 
whether, on the basis of his knowledge of the patient, the 
findings warrant referral for further examination. If so, 
the health department notifies the patient to see his doctor. 

City-wide screening will begin in the fall. The plans are 
being made in co-operation with the community counci 


Technical Aspects 


The technical subcommittee of the Cardiac 
Committee is headed by the pathologist of Newton-W 
Hospital. At present he is training a technician in pro- 
thrombin determinations so that anticoagulant therapy 
may be more widely used in the prevention and treatment 
of thromboembolic conditions. 

In addition to the medical committees, a Nursing Advisory 
Committee, composed of representatives of — and 
community nursing groups, has been appointed. ey are 
studying cardiac nursing problems in the community. Recom- 
mendations for improving the nursing care of cardiac pa- 
tients in Newton will be submitted to the Cardiac Program 
Committee. 

During the past year, the hospital’s cardiac clinic has 
been aided by grants from the Massachusetts Department 
of Health. e clinic provides diagnostic and treatment 
facilities for indigent patients. It now rr on a weekly, 
rather than a bi-weekly schedule, with a resident and a 
visiting physician in attendance. 

The progress of the Newton Heart Demonstration Pro- 
gram has been gratifying, and the number of visitors to the 
program seems to indicate widespread interest in com- 
munity programs for the control of heart disease. 

Econ E. Kattrwinxet, M.D. 
Ernest M. Morais, M.D. 
Lewis G. Rosains, M.D. 
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RED CROSS BLOOD PROGRAM SUSTAINED 


A minor crisis in the course of the Red Cross 
blood program seems to have been precipitated by 
certain activities on the part of the American As- 
sociation of Blood Banks. This organization, amaz- 
ingly, has carried its opposition to the American 
Red Cross to the point of requesting the Massa- 
chusetts Medical Society to instruct its delegates 
to the recent meeting of the American Medical 
Association to vote against approving the Red 
Cross blood program. 

The House of Delegates has in the past voted its 
approval of the program, although each year the 
Association of Blood Banks has attempted to ob- 
tain an adverse vote. This year the Association 
sought to gain its objective by putting pressure on 
many of the state medical societies to repudiate 
the Red Cross. 

Several reasons have been given for this op- 
position. The directors of the blood-bank associa- 
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tion apparently believe that the Red Cross may 
come into control of the local banks, although in 
each state the program is controlled by a committee 
of the state medical society. In Massachusetts, 
since this committee is made up of physicians di- 
rectly associated with blood banks, it is actually 
the banks that control the program. It is charged 
that the program is a form of “socialized” medi- 
cine, but since it is supervised by the medical so- 
cieties and blood-bank directors the threat does 
not appear to be particularly sinister. 

Viewing the matter entirely in its relation to the 
good of the patient and the safety of the community, 
the program seems to merit universal support; cer- 
tainly so in Massachusetts. To date, in the Com- 
monwealth, it has freely supplied over 50,000 whole- 
blood transfusions, which, at current rates, would 
have cost patients one and a quarter million dol- 
lars. It has supplied free to physicians over 60,000 
units of gamma globulin. It has supplied the great 
amount of plasma necessary to make the blood 
derivative program one of the best in the world. 
It has supplied blood to small hospitals and rural 
areas where transfusion was formerly almost im- 
possible. It is at present the only available means 
by which blood can be provided on a nationwide 
basis in case of war. 

The Council of the Massachusetts Medical Society 
at its annual meeting on May 15 unanimously re- 
jected the request of the American Association of 
Blood Banks, and it is encouraging to learn that the 
anticipated resolution discrediting the Red Cross 
program was not even introduced to the House of 
Delegates. 

In this regard the recently completed survey of 
blood banks in the United States and Possessions 
conducted by the Bureau of Medical Economic 
Research for the Committee on Blood Banks of the 
American Medical Association is particularly timely 
as providing the first comprehensive study to be 
made of this vital service. 


THE DESTINY THAT SHAPES OUR ENDS 


INVESTIGATION into the causes of acquired con- 
genital anomalies antedates by far Gregg’s' study 
of the effects of German measles that was published 
in 1942. The problem was clearly formulated more 
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than a century ago by Geoffrey Saint-Hilaire? in 
his three-volume work, Des Anomalies, published 
in Paris in 1836: “If . . . anomalous beings are 
created . . . according to natural laws; if their de- 
viations are the effects of disturbances and adverse 
influences happening during the course of develop- 
ment; if their causes are only accidental — and of 
this there can be no longer any doubt — another 
subject for research presents itself, a subject im- 
portant, immense and capital: the determination 
of causes.” Although Dareste, in 1877, proved the 
validity of Saint-Hilaire’s hypothesis for lower 
animal life, Mendel’s work overshadowed it and 
seemed to show that the matter was wholly one of 
genetics, of more theoretical than practical interest 
to physicians. 

Until recently, therefore, little distinction was 
made clinically between the inherited defect and 
the defect acquired in utero. During most of this 
century the position of acquired congenital mal- 
formations was not unlike that of tuberculosis in 
1880 before bacteriologic studies revealed the bio- 
logic cause and unity of phthisis, scrofula and 
Perlsucht and of interstitial keratitis and Hutchin- 
sonian teeth. With the crucial observations in 
1941 that established rubella as a cause of con- 
genital cataract, deafness, heart disease and faulty 
dentition, Saint-Hilaire stood revealed as a trail 
blazer of stature equal to that of the monk who 
spent his moments of relaxation tending and ob- 
serving garden peas in his backyard. 

In this issue of the Journal, Ingalls describes 
progress that has occurred along the trail during 
the century and a quarter since Saint-Hilaire set 
out to determine the causes of double, anencephalic 
and cyclopic monsters and the lesser defects that 
affect mankind. Biologic unity is at last being 
restored to a heterogeneous collection of acquired 
congenital anomalies that are now seen as a phylo- 
genetic series of deformities, not as a number of 
unrelated entities. Elsewhere Ingalls and his co- 
workers! have described a laboratory method by 
which this concept can be submitted to experimental 
study within a system that appears as suitable for 
objective study of the laws governing the formation 
of acquired anomalies as the apparatus used to 
determine Boyle’s law for gases. Pregnant mice 
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are introduced into an atmosphere deficient in 
oxygen at selected stages of gestation, and the result 
of the anoxic insult on the fetus is observed. An- 
encephaly and cleft palate followed anoxia pro- 
duced on the eighth and fourteenth days, respec- 
tively, of intrauterine life. The quantitative ap- 
proach that is brought to the problem of con- 
genital anomalies is the important feature of the 
method. Opportunity is provided for measuring the 
contribution to defective growth of both the causa- 
tive agent (anoxia) and the changing fetus. The 
degree of anoxia and duration of exposure (dosage 
factor) are easily regulated. Once the critical con- 
ditions for the development of a particular defect 
have been determined, the mechanism of its patho- 
genesis can probably be reconstructed biochemically 
and histologically. An evaluation of the role played 
by genetic properties of the host is also favored. 
The future direction of such research is clear. It 
lies along the trail opened by Saint-Hilaire, which 
will doubtless be found to crisscross with the high- 
way first surveyed by Mendel. 
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PRECIPITATION OF POLIOMYELITIS AS 
A CLINICAL ENTITY 


WIpEspREAD dissemination of the virus of 
poliomyelitis — first indicated by clinical and epi- 
demiologic observation, later substantiated by 
immunity tests indicative of previous exposure to 
the virus and finally established by the detection 
of virus not only in paralytic, nonparalytic and 
suspected abortive cases but also in healthy persons 
— definitely fixes poliomyelitis for the most part 
as a subclinical immunizing infection, and paralysis 
as an exceptional complication of the infection. 

Whatever factors, in addition to exposure to 
the virus, determine the paralytic complication are 
in general unknown, but in exceptional cases cir- 
cumstances in the host rather than circumstances 
of exposure to the virus that determine the out- 


come of infection have come to light. From an 
epidemic of 375 cases of poliomyelitis in Victoria 
in 1949, McCloskey* reports that of 340 cases in- 
vestigated 33 followed injections of pertussis vac- 
cine, diphtheria toxoid or typhoid-paratyphoid 
vaccine within sixty days, 30 of them within thirty 
days and of these, 21 between seven and fourteen 
days. In addition, there was an extraordinarily 
high degree of localization of paralysis in the ex- 
tremity in which the prophylactic injections had 
been made. Thus there is a striking similarity 
between this observation and the occurrence of 
poliomyelitis following tonsillectomy in which 
the interval between the operative procedure and 
the onset of the bulbar form of the disease is in the 
majority of cases between seven and fourteen days. 

Clinically, the cases associated with recent immu- 
nization were indistinguishable from the remaining 
cases of poliomyelitis seen during the period. Any 
suggestion that the prophylactic agents were con- 
taminated or were otherwise responsible in them- 
selves for the occurrence of these cases seems to 
be ruled out by the fact that no single batch of 
any one product could be incriminated and that 
the products used had come from three widely 
separated sources. Furthermore, the same immuniz- 
ing agents had been used throughout Australia, 
whereas the cases in question occurred only in 
Victoria during a severe epidemic of poliomyelitis. 
Any harmful effects were therefore associated not 
with the origin of the products used but with the 
epidemic prevalence of poliomyelitis. 

Ample precedent for the precipitation of severe 
disease of the central nervous system by what are 
ordinarily simple and seemingly remote circum- 
stances is seen in postinfectious and postvaccinal 
encephalitis. One theory of postvaccinal encepha- 
litis is that it is a result of the detonation of an 
unknown but latent neurotrophic virus in the pa- 
tient by vaccination. Therefore, there is reason for 
believing that procedures as simple as the injection 
of diphtheria toxoid, pertussis vaccine and typhoid- 
paratyphoid vaccine could similarly detonate a 
poliomyelitis infection that might otherwise have 
remained as only a subclinical immunizing in- 
fection. 


*McCloskey, B. P. Relation of hylactic inoculations to onset of 
poliomyelitis. "Lancet 1:659-663, 1956. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


July 20, 1950 


Corroboration of McCloskey’s findings in other 
proved cases of poliomyelitis would add to an 
accumulating list of factors in the host that de- 
termine paralysis in only a small portion of those 
who come to be infected with the virus. Recogni- 
tion of such circumstances as factors that play a 
role in the epidemiology of paralysis in poliomyelitis 
would offer a practical means of prevention in those 
areas and at times when the virus of poliomyelitis 
is known to be in dissemination — that is, when 
the disease is epidemic. 


THE CHANGING ROLE OF PRIVATE 
PHILANTHROPY 


Presipent Chester I. Barnard'sf review of the 
activities of the Rockefeller Foundation in 1949, 
in addition to enumerating grants that would once 
have been considered large, emphasizes significant 
trends in the present role of private philanthropy 
abroad and at home. “Profound political changes” 
forced the Foundation to abandon important proj- 
ects in certain countries under the domination of 
Soviet Russia (Poland, Czechoslovakia, Hungary 
and China), and private support of research and 
education no longer represents the main (or even 
an important) source of revenue in these fields. 
In the words of its president, the Foundation has 
been sharply awakened to “the discrepancy be- 
tween the resources of privately endowed organiza- 
tions . . . and the magnitude of funds needed today 
for large-scale research or educational enterprises.” 
The money formerly allocated to projects in coun- 
tries behind the Iron Curtain has had to be expended 
elsewhere, and the slack between the resources of 
private philanthropy and the budgetary needs of 
scientific, educational and social institutions is 
being increasingly taken up by governmental 
grants. 

Both trends probably represent what may be 
expected for some time to come: the expansion of 
Russia gives no indication of ending in the pre- 
dictable future, and the lavish grants of the United 
States Government are likely to be sought by — 
and awarded to—more and more institutions. 


Thus, for better or worse, organizations like the 


Ba C. I. The Rockefeller Foundation: A review for 1949. 85 pp. 
nie Yor” Rockefeller Foundation, 1950. 
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Rockefeller Foundation are being forced to accept 
a minor part in a field in which they were once 
outstanding (the Foundation’s appointments to 
fellowships for study abroad constituted hardly 
2 per cent of the 15,070 awards offered in 1949, 
and those of Government agencies 62.5 per cent). 
Nevertheless, the projects supported by the pri- 
vately endowed institutions are of undiminished 
value. Until the fully developed and all-encompass- 
ing welfare state has taken firm hold, private 
philanthropy will continue to fill a vital need in 
the United States and in the world; endowments 
from this source, administered without the waste 
and inefficiency that seem to be the inevitable 
accompaniment of bureaucracy, will continue to 
be welcomed by institutions fortunate enough to 
remain off the cultural dole. 


It has become a proverb, not only in the pro- 
fession, but out of it, that it requires from five 
to ten years starvation before the young physician 
can support himself upon his collected receipts. 

Boston M. & S. J., July 17, 1850 


MASSACHUSETTS MEDICAL SOCIETY 


MIDDLESEX EAST CENTENNIAL 


As an appropriate and valuable memento of the 
centennial of the Middlesex East District Medical 
Society, a brief but thorough history of the Society 
has been published. This book of 74 pages has been 
prepared by a committee with Dr. George A. Marks 
as editor-in-chief and Dr. Angelo L. Maietta as 
associate editor. 

DEATHS 
Hutton — Willis A. Hutton, M.D., of Longmeadow, died 
on a 27. He was in his sixty-eighth year. gues 
r. Hutton received his degree from McGill University 
Faculty of Medicine in 1913. He was a fellow of the American 
edical Association. 

His widow, a son, a brother and two granddaughters 

survive. 


—I. Chandler Walker, M. D., of Fryeburg, 
Maine, died on June 17. He was in his sixty-eighth year. 

Dr. Walker received his de from Johns Hopkins Uni- 

versity School of Medicine in 1909. He was a member of the 

ation of American Physicians and the American Society 

for Clinical Investigation and a fellow of the American 

ical iation. 
and two sons survive, 
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MASSACHUSETTS DEPARTMENT 
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COMMUNICABLE DISEASES IN 
MASSACHUSETTS FOR MAY, 1950 


Résumé 
Diseases May May Seven-Year 
1950 1949 AN 
Chancroid 0 4 
Chicken pox vives 1866 2228 2228 
Diphtheria 15 41 21 
. 1485 1443 128 
Dysentery, bacilla ty, 6 4 8 
German .... 521 1243 381 
e 175 254 340 
Granuloma ingui 0 0 
Lymphogranuloma venereum 0 0 1* 
eee 0 2 12 
Z 2312 2327 2327 
Meningitis, meningococcal  __. 7 
Meningitis, Pfeiſfer-bacillus ; ; ? 
Meningitis, pneumococcal 0 4 
Meningitis, staphylococcal . 0 1 0 
Meningitis, streptococcal 1 0 1 
Meningitis, undetermined... 10 2 3 
04 1057 1095 
0 10 1 
Sal monellosi 11 2 6 
Scarlet fever . 695 649 908 
Syphilis 216 88 
Tuberculosis, pulmonary, 198 234 248 
Tuberculosis, other forms... 14 22 18 
Typhoid 6 2 
Undulant fever . .. 0 4 4 
ping cough 657 389 495 
*Six-year median, 
ComMENT 


Diseases above the seven-year median were dog bite, 
German measles, salmonellosis and whooping cough. 

Diseases below the seven-year median included chicken 
pox, diphtheria, mumps, poliomyclitis, scarlet fever, tuber- 
culosis and undulant fever. 

This is the first May in which no cases of undulant fever 
were reported since 1931. ome Oe was at its highest 
prevalence for this month since 1945. This was the fifth 
consecutive month in which it exceeded the seven-year 
median. 

Salmonellosis was at a comparatively high level for the 
season. 


Geocrapuicat Distrisution or Certain Diseases 


Actinomycosis was reported from: Somerville, 1; total, 1. 

Anthrax was reported from: Lynn, 1; total, 1. 

Diphtheria was reported from: Boston, 7; Brookline, 1; 
Cambridge, 1; New Bedford, 1; Peabody, 1; Revere, 1; 
— 1; Westford, 1; Winthrop, 1; total, 15 

Dysentery, bacillary, was reported from: Boston, 1; Cam- 
bridge, 2; Fall River, 1; Worcester, 2; total, 6. 

Encephalitis, infectious, was reported from: Fitchburg, 
1; Franklin, 1; Needham, 1; Worcester, 2; total, 5. 

Lymphocytic choriomeningitis was reported from: Boston, 
1; Brockton, 1; total, 2. 

— ae meningococcal, was reported from: 
3; total, 3. 

Meningitis, Pfeiffer-bacillus, was reported from: 
1; Medford, 1; Salem, 1; total, 3. 

Meningitis, pneumococcal, was reported from: 
1; Cambridge, 1; Lowell, 1; total, 3. 

— 7 streptococcal, was reported from: 
1; total, 1. 

Meningitis, undetermined, was reported from: Belmont, 
1; Clinton, 1; — 1; Hardwick, I; Manchester, 
1; Oxford, 1; Pittsfield, 1; Salisbury, 1; Springfield, 1; Wor- 
cester, 1; total, 

Salmonellosis was reported from: Boston, 1; Lowell, 3; 
Lynn, 1; Newton, 6; total, 11. 

Septic sore throat was reported from: Arlington, 1; Bos- 
ton, 5; Fitchburg, 1; Medford, 1; Westford, 2; total, 10. 

Tetanus was reported from: Cambridge, 1; total, 1. 

Trichinosis was reported from: Boston, 1; total, 1. 

Typhoid fever was reported from: Whately, 1; total, 1. 


Boston, | 
Boston, 
Boston, 
Oxford, 
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MISCELLANY 


CHARLES H. HOOD DAIRY FOUNDATION 
In 1930 Mr. Charles H. Hood, son of the founder of the 
dairy firm of H. P. Hood and Sons, Inc., celebrated the com- 
pletion of fifty years in the dairy industry by putting aside 
certain grants of money to be used for various charitable 


purposes. In 1942 the Charles H. Hood Dairy Foundation 
was established to administer the program made possible by 
these gifts. 


The annual t of the Foundation for 1949 not only 
ives in detail the program for the advancement of dairy 
arming supported by these grants, but indicates also the 
still greater program for the advancement of child health. 
Financial assistance was then given to the Children’s Hos- 
ital for research in hematology, to Dartmouth Medical 

hool for research in nutrition, to the Committee for the 
2 te omy of Child Health of the American Academy 

of Pediatrics, to a summer camp program, including cam 
care of children with psychiatric problems, to the psychiatric 
unit of the Boston Floating Hospital, to the Department of 
Nutrition and Biochemistry of Tufts College Medical School, 
to the New England Medical Center for research in hema- 
tology, to Simmons College for graduate scholarships in the 
schools of nursing and home economics, to Forsyth Dental 
Infirmary for orthodontic research, to Tufts College Dental 
hool for research in the relation of soi! chemistry to dental 
caries, to the Harvard Medical School for research in meta- 
bolic changes during presser. and to the Children’s Medical 
Center for research in social factors affecting child health. 


MASSACHUSETTS CHAPTER OF NATIONAL 
MULTIPLE SCLEROSIS SOCIETY 


A Massachusetts chapter of the National Multiple Sclerosis 
Society has been formed. In addition to a board of distin- 
guished lay citizens of Massachusetts, there is a medical 
advisory board, composed of the following members: Drs. 
Leo . ames B. Ayer, Wilfred Bloomberg, G. Colket 
Caner, Edwin Cole, Derek E. Denny-Brown, John ynes, 
Otto F. Ehrentheil, Joseph M. Foley, Daniel Funkenstein, 
Harry L. Kozol, Roger I. Lee, Julius Loman, Merrill Moore, 
Raymond Morrison, Paul Myerson, Fred Quadfasel, Francis 
M. Rackemann, Augustus 8. Rose, Maurice H. Shulman, 
Samuel Tartakoff, Henry R. Viets and Rosalind L. Herrmann. 

. Alexander is serving as temporary chairman pending 
further organization of the board. 

Funds are to be made available for research in multiple 
sclerosis, and it is suggested that medical schools, hospitals 
and other scientific investigators interested in research in 
this most challenging and hitherto not successfully explored 
disease write to the Board outlining plans and amount 
funds required for carrying them out. 


CORRESPONDENCE 


WHAT PRICE SERVICE? 


To the Editor: A recent vote of the Committee on Ethics 
and Discipline of the Massachusetts Medical Society said in 
effect that “good doctors” on a fee-for-service basis do not 
charge for time spent with relatives or friends of a patient 
in discussing environmental problems of diagnostic impor- 
tance connected with the case, or in outlining details of treat- 
ment too important to be left to the patient alone. Through- 
out my forty-three years of practice I have always made 
charges for such services. at such work is worthy of 
financial reward is well established by the tremendous amount 
of money expended on social-service workers for just such 
purposes. It might well be said that one would not be a 

good doctor” if he did not put in enough time with rela- 
tives and friends of a patient to make a charge proper for 
the time thus spent. 

This brings up a point regarding the fee-for-service in our 
Blue Shield program that I believe calls for serious considera- 
tion. At present payment for medical work is made on the 
visit basis, whether a minute or an hour is spent on the visit. 

„no provision is made to reimburse the doctor in a private 
case for work that the social worker is paid for in a charit 
case and is well known to be of importance for the patient's 

are. 
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Although methods of reimbursement of the physician by 
other than fee for service are steadily 12 headway, 
the fee-for-service method will undoubtedl rsist for a 
long time. If so, is it not about time to make the fee dependent 
upon the amount of time and thought put into the problem 
from all angles, including time spent without the patient's 
actual presence? 

Cuanninc Frotnincuam, M.D. 
Boston 


BOOKS RECEIVED 


The receipt of the following books is acknowledged, 
and this listing must be rded as a sufficient return 
for the courtesy of the . Books that appear to be 


of particular interest will be reviewed as space permits. 
Additional information in regard to all listed books 
gladly request 


Genetic-Statistical and Psychiatric Investigations of a West 
Swedish Population. By Torsten Sjogren. 8°, paper, 102 
pp., with tables. nhagen, Denmark: Ejnar Munks- 
neg 1948. 15 Dan. Crowns. (Acta Psychiatrica et Neuro- 
ogica, Supplementum 52.) 


On Post-Infectious Nervous Involoement and Related Disorders 
of Spontaneous Origin. By Folke Möller. 8°, paper, 187 pp., 


with 5 plates. Lund, Sweden: Hakan Ohlssons Boktryckeri, 
1949. (This work also appears as a supplement to Acta 
medica Scandinavica; from the Army Hospital, Solleftea, 


The Occurrence of Post Infectious Nervous Complications and 
Allied Disorders in Sweden. By Folke Möller. 8°, paper, 59 
pp. Lund, Sweden: Hakan Ohlssons Boktryckeri, 1949. (Acta 
medica Scandinavica, Supplement 224; from the Army Hospi- 
tal, Solleftea, Sweden.) 


NOTICES 


ANNOUNCEMENTS 


Dr. Michael A. Dean announces the opening of his office 
for the practice of general surgery at Professional Building, 
881 Lafayette Street, Bridgeport, Connecticut. 


Dr. Leon G. Michell, 2nd, announces the ni 
— for the practice of general surgery at 18 
ynn. 


of his 
Street, 


SOCIETY MEETINGS AND CONFERENCES 


Janvargy 9-Decemaper 1. Laboratory Courses at Communicable Dis- 
P December 8. 


ease Center, Atlanta, Georgia. Page 950, issue of m 

Jury 17-22. International Congress for Scientific Research. Page 
xvii, issue of September 1. 

Aveoust 21-26. International Society of Hematology. Page 888, issue 
of December 1. 

Aveoust 28-Serremper 1. American Congress of Physical Medicine. 
Page 428, issue of March 16. 


Avevust 31-Serremper 7. World Federation for Mental Health. Page 
issue of February 23. 
j Serremper 3-9. International Heart Congress. Page 160, issue of 
anuary 
rT 7-9. All-Austrian Congress of Physicians. Page 994, issue 
une 22. 


Serremper 14. Progress in the Management of Hand Injuries. Dr. 
Henry E. Marble. Pentucket Association of Physicians. 8:30 p.m. Haver- 


— 27. American Medical Writers’ Association. Page xi, 
issue of July 13. 

Serremper 27-29. Mississippi Valley Medical Society. Page 991, issue 
of December 15. 


Ocroper 12-14. American Association of Blood Banks. Page 428, 
issue of March 16. 


(Notices concluded on page xiii) 
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